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Abstract 
 A consistent body of research has documented that Black patients receive a 
lower quality of care in comparison to White patients.  Even when controlling for 
access-related factors, Black patients suffer higher rates of mortality and morbidity 
than White patients. The continued discrimination against Black individuals as a 
result of their skin color has affected, if not dominated, their health status in the 
United States.  As a result, the concepts of “race” and “racism” deserve 
consideration. The African-American experience has been marked by suffering and 
deprivation: 246 years of slavery, 100 years of segregation and apartheid, and less 
than a century’s worth of freedom. Although widely accepted as a social construct, 
race becomes an effective tool for investigating disparities within the U.S. 
healthcare system. 
 The Institute of Medicine notes that these differences result from multiple 
factors, but “bias, stereotyping, [and] prejudice…on the part of the health care 
providers” play a role (Institute of Medicine 2002, p. 667). Research suggests that 
implicit bias may contribute to racial health care disparities by affecting physician 
behavior towards individuals of certain groups and producing differences in 
differential diagnosis that adversely impact those individuals. Examining the role of 
implicit bias in racially differential diagnosis requires a comprehensive approach 
that takes into account the history of the African-American health experience. As 
such, a historical overview of race, science, and medicine is provided to serve as a 
framework for this examination.   
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Introduction 
 
Despite decades of government-led effort to minimize racial discrimination, 
racial inequality continues to affect the lives of those who find themselves outside 
the protections of white privilege. Patterns of racial discrimination hold particularly 
true for African-Americans (or Blacks) in the context of health outcomes (Mays 
2007, Feagin 2014). By almost any objective standard, the health status of Blacks 
has been found to be worse than Whites (Hayward 1999). Because the origins of this 
racial gap are complex and ambiguous, this paper examines how the effects of race 
can produce differences in the health of Blacks and Whites, with particular 
emphasis on physician implicit bias. Three key questions guide this investigation. 
First, what are the racial health disparities and how can we understand these 
differences? Second, how can implicit bias be conceptualized and measured in 
health care? And finally, how can physicians’ implicit bias lead to disproportionate 
health outcomes among African-Americans? As part of this essay, an examination of 
the historical relationship between race, science, and medicine as well as 
background on the Black health reality provides a critical framework for how 
physician biases and racial health disparities can be understood and explained.  
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Chapter I: Review of Disparities in Black-White Health Outcomes 
 
When Benjamin Franklin and Dr. Thomas Bond founded the Thirteen 
Colonies’ first public hospital in 1751, they created the promotion of public health as 
a core American value. Nearly 300 years later, the nation’s first African-American 
president enacted the Affordable Care Act (ACA), cementing healthcare as a 
fundamental right for all Americans. In 2015, the U.S. Supreme Court reaffirmed 
this right.  
Yet today, racial disparities in health outcomes persist despite generally 
improving health and declining mortality rates at the national level (Blackwell 
2012). Blacks continue to die younger while suffering more chronic illnesses and 
diseases such as hypertension, diabetes, and obesity (Massoglia 2008, Kuzawa et al. 
2009).  
  African-Americans bear a disproportionate share of the cancer burden, 
having the highest mortality rate and shortest survival for most cancers (DeSantis 
2016).  While White women are more likely to have breast cancer, African-American 
women are more likely to die from the disease (Jemal 2008).  Moreover, African-
Americans have the highest overall infant mortality rate among all population 
groups (Ward et al. 2004, Rossen et al. 2012).  In 2013, Black infants were more 
than 2.2 times more likely to die than White infants (11.6 and 5.2 deaths per 1000 
live births, respectively) and were 3.3 times as likely to die as infants due to 
complications related to low birth weight (U.S. Department of Health and Human 
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Services 2014). Among young children, the Black-White gap in death rates is 
higher. In 2009, the mortality rate for Black children aged 1-4 years was 41.2 per 
100,000 compared to 23.9 per 100,000 for Whites. For children aged 5-14, the 
mortality rates were 21.0 per 100,000 for Blacks and 12.2 for Whites (U.S. 
Department of Health and Human Services 2014).  
Additionally, African-Americans suffer more complications, including 
amputations, blindness, kidney disease, and terminal heart disease (U.S. 
Department of Health and Human Services 2014). African-American children have 
been found to have the greatest number of health disparities, including the highest 
prevalence of skin allergies and behavioral problems (Flores 2008). In every age 
category, African-Americans suffer disproportionately for nearly all health status 
indicators and have the highest age-adjusted all-cause mortality rate among all 
population groups (Kochanek et al. 2011).   
 
Trends in Racial Disparities over Time  
 Racial disparities in health have been long noted in the United States. 
Routine reports from the National Center for Health Statistics provide life 
expectancy data every year. In these reports, life expectancy for Blacks in the 
United States has consistently been below that for Whites. In 1900, a Black infant 
at birth could expect to live 33 years while a White infant could expect to live 47.6 
years (CDC 1999). According to the Centers for Disease Control and Prevention, 
tabulations of all death certificates in the United States show a consistent, parallel 
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trend: in 1910, 50.3 for Whites, 35.6 for nonwhites; in 1920, 54.9 for Whites and 
45.3 for nonwhites; in 1930, 61.4 for Whites and 48.1 for nonwhites; in 1940, 64.2 
for Whites and 53.1 for nonwhites (CDC 1999).    
Life expectancies increased dramatically in the mid-twentieth century due to 
a series of advancements on the healthcare front. With vaccinations preventing 
diseases like polio, various public health initiatives, development of life-saving 
procedures such as organ transplants, and new medications and treatments for 
chronic diseases, life expectancies have improved for both Whites and Blacks. 
However, racial differences persisted. Whites outlived Blacks by 6.4 years in 1980, 
and it was not until 1990 when African-Americans achieved the life expectancy that 
Whites had in 1950 (CDC 1999).  
According to David Williams and colleagues, “if Blacks could improve their 
life expectancy at the rate at which overall life expectancy increased in the U.S. 
between 1980 and 2000 (an average of 0.2 years annually), it would take them 26 
years to close the current 5.2 year gap in life expectancy” (Williams et al. 2010, p.2). 
As of 2009, the Black-White difference in life expectancy was 4.6 years. Trends in 
life expectancy are reflected in Figure 1.  
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Figure 1: U.S. Life Expectancy 1900-2010 (CDC 2010) 
 
One of the most striking and persistent racial disparities is the Black-White 
difference in infant mortality rates. While there have been marked declines in 
infant mortality rates over time, Black infants have died more often than any other 
population group (Howell 2008). Nationally, Black infants are more than twice as 
likely to die as White infants (National Vital Statistics Report 2007, U.S. 
Department of Health and Human Services 2014).  
In some cities, differences in infant mortality rates can be higher (New York 
City Department of Health and Mental Hygiene 2013, Illinois Department of Public 
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Health 2014). In New York City, the infant mortality rate among Black mothers 
was 3.3 times greater than among White mothers in 2004 (New York City 
Department of Health and Mental Hygiene 2004). Within Upper Manhattan, Black 
infant mortality rates were seven times higher in 2004 (New York City Department 
of Mental Hygiene 2004). Thus, while infant mortality is only a quarter of what it 
was in 1940, relative differences have increased. This data is reflected in Table 1.    
 
 
Table 1: Infant Mortality Rate, 1940-2006  
(National Vital Statistics Report 2007)  
 
Additionally, certain urban and rural areas lag behind the rest of the United 
States. In 1977, Jenkins et al. pointed out that the number of excess deaths 
recorded each year in the areas of worst health in Boston was considerably larger 
than the number of deaths in places that the United States government had 
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designated as natural-disaster areas. These areas, unsurprisingly, contained the 
highest percentages of Black when compared to other areas within Massachusetts 
(Jenkins et al. 1977).  
In their 1980 study, McCord and Freeman estimated that Black males in 
Harlem, New York City were less likely to survive past age 65 than male youths in 
Bangladesh – a third-world country – due to extraordinarily high levels of homicide, 
drug-and alcohol-related deaths, and cardiovascular disease  (McCord and Freeman 
1990). In the same study, McCord and Freeman identified 54 health areas out of 
353 in New York City alone where “there were more than twice as many deaths 
among people under the age of 65 as would be expected if the death rates of U.S. 
whites applied” (McCord and Freeman 1990, p.176). 
More recently, in Signh and Siahpush’s 2013 study on ruban-urban 
disparities, they noted that inequalities in mortality between non-metropolitan 
Blacks and metropolitan Whites increased from a relative risk of 1.28 in 1969-1971 
to 1.43 in 2005-2009. Additionally, they found that among the male study 
participants, Blacks from small-urban towns and small-metropolitan areas had the 
highest mortality rates in their study (Signh and Siahpush 2013).  
 
Relationship between Race, SES, and Health Disparities 
 Racial differences in morbidity and mortality are entwined with 
socioeconomic resources. The underlying reasons for racial disparities are 
historically rooted and multifaceted. As racial categories in the United States 
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embody both historical and contemporary social inequality, considering the 
association between race and socioeconomic status is key to understanding racial 
disparities in health outcomes (Williams 2010).  
 Evidence indicates that socioeconomic status directly correlate with 
healthcare status, as racism has limited socioeconomic mobility for members of 
minority groups (Williams 1999).  In “Race, Socioeconomic Status, and Health,” 
social scientist David R. Williams describes this relationship: “SES is not just a 
cofounder of racial differences in health but part of the causal pathway by which 
race affects health. Race is an antecedent and determinant of SES, and racial 
differences in SES reflect, in part, the successful implementation of discriminatory 
policies premised on the inferiority of certain racial groups” (Williams 1999, p.177).  
Accordingly, higher SES generally correlates with better health outcomes, even 
after accounting for individual health risks (Kaplan et al. 2000).  
However, racial disparities persist even among high SES groups working in 
seemingly similar social and environmental conditions. In a 1997 study, Thomas et 
al. compared White physicians from Johns Hopkins University with Black 
physicians from Meharry Medical College and found a higher rate of cardiovascular 
disease and an earlier onset of disease in Black physicians than in White 
physicians. Notably, diabetes and hypertension rates were twice as high in Blacks 
as in Whites (Thomas 1997). Additionally, a similar study in men in multiple health 
professions observed a higher incidence of prostate cancer in Blacks than in Whites 
(Giovannucci 2007). 
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 Thomas et al. (1997) and Giovannucci (2007) studies are significant, as both 
of their Black and White study participants had similar educational, professional, 
and socioeconomic status. Despite seemingly similar backgrounds, both studies 
reveal how education, income, and professional status can offer little protection 
from the underlying health problems that can affect the larger African-American 
community.  
Although some of the observed racial health disparities reflect differences in 
SES, multiple studies show that racial disparities in various health outcomes often 
remain after taking SES into account. For example, Muni and colleagues examined 
the influence of race on the use of intensive care at the end of life among 3,400 
eligible patients who died in the ICU between 2003-2009. They reported that 
nonwhite study participants were “significantly younger, lived in a lower median 
income area, had lower educational attainment, and were more likely to be 
underinsured” (Muni 2011, p.1027). They concluded that they found significant 
racial and ethnic differences in ICU end-of-life care. Importantly, they found that 
racial and ethnic differences were unchanged after controlling for SES (Muni 2011).  
 
Relationship between Science and Racial Health Disparities 
In the 19th and 20th century, many observed racial disparities in health were 
presumed to reflect biological differences between racial groups (Krieger 1987).  
Although scientists have used biological concepts to justify race and racial 
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categories in the past, the dominant contemporary critique is that our current racial 
categories fail to capture human biological variation.  
Scientific research has consistently shown that most genetic variation exists 
among individuals and not among population groups (Davis et al. 1992, Evanno et 
al. 2005). There is no basis in the genetic code for race, and differences between 
major human populations account for “only a small fraction of variance in allele 
frequencies” (Witherspoon 2007, p.351). Especially in such a genetically diverse 
nation like the United States where people from many different continents have 
come together, understanding one’s own ancestry and inferring another’s race based 
on physical characteristics alone can be difficult. As a result, race as a proxy for an 
individual’s genetic diversity is problematic and assigning race without appreciation 
of an individual’s genetic diversity has led to diagnostic errors (Spector 2016).   
For example, physicians frequently under diagnose White patients with 
sickle cell disease since it is considered to be a Black disease (Spector 2016). 
Similarly, Black patients are underdiagnosed with cystic fibrosis as it is considered 
a White disease (Spector 2016).  Single gene disorders such as cystic fibrosis, Tay-
Sachs disease, and sickle cell anemia – commonly cited as racialized disorders – do 
not, in fact, show significantly different frequencies between current racial 
categories (Cooper 2003).  
In 1996, the American Association of Physical Anthropologists issued a 
statement, asserting: “Pure races, in the sense of genetically homogenous 
populations, do not exist in the human species today, nor is there any evidence that 
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they have ever existed in the past” (AAPA 1996, p.714). Further, the American 
Anthropological Association has stated that races are not biologically distinct and 
that “any attempt to establish lines of division among biological populations is both 
arbitrary and subjective” (AAA Statement of Race 1998, p.712). Although both 
statements acknowledge that differences between individuals exist, they do assert 
that genetic differences between world populations do not accurately reflect the 
racial categories that have resulted from social and historical processes (Lee 2007).  
While race is not a useful genetic category, race as defined by the U.S. 
government identifies groups with markedly different rates of illness. As a 
surveillance tool, race is a reliable predictor in a social context and should be 
important in the practice of public health (Cooper and Kaufman 2003).  
 
Racial Medicine, a Harmful Practice    
Race and ethnicity are widely recognized as highly fluid, social and cultural 
categories with no biological basis. This essay argues that race should not be used 
as a proxy for genetic factors to predict that groups are more or less susceptible to 
certain diseases. Despite this, the logic of genetic racial differences still persists in 
contemporary research in the physical and social sciences as well as in modern 
medical practices. Racial medicine begins with the notion that biological races exist 
and that meaningful racialized differences exist in the prevalence of diseases 
(Burchard et al. 2004).  Race is routinely employed by medical researchers and 
physicians as a variable in health research (Hunt and Megyesi 2008). In the clinical 
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setting, doctors note their patients’ race when treating them and clinical 
experiments routinely publish results that classify subjects based on race (Lillquist 
and Sullivan 2005). Whether or not academics believe race to be biology or a social 
construct, race is indisputably an unavoidable social reality that produces 
measurable disparities between groups of people (Smedley 1999). This essay 
maintains that physical variation among human beings has no meaning apart from 
the social meaning has created.   
As such, taking race into account in medical treatment is a controversial 
practice. For example, in the well-known Tuskegee Syphilis Experiment, the United 
States Public Health Service deliberately withheld penicillin from nearly 400 
African-American males suffering from syphilis. Additionally, the notion of 
biological races have been historically used as justifications for eugenics and 
repeated efforts to prove the racial inferiority of African-Americans (Lombardo 
2003, Herrnstein and Murray 1994).  
With the growing literature on racial health disparities, perhaps the 
unintended byproduct to explain why African-Americans have poorer health 
outcomes is an increasing acceptance among researchers and physicians that race 
serves as an important variable for medical research and practice. Researchers have 
studied whether or not these disparities can be accounted for by genetic differences 
between Blacks and Whites. As a result, medical journals have explored possible 
racial connections with diseases and treatments.  
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Among physicians who defend the notion that nineteenth-century racial 
categories have utility in medical treatment is psychiatrist Dr. Sally Satel. In her 
2002 article “I am a Racially Profiling Doctor” in The New York Times Magazine, 
she asserted that (1) stereotyping often works and that (2) denying racial 
differences was dangerous for treatment (Satel 2002).  
However, this essay argues that Dr. Satel’s beliefs are actually harmful for 
patients.  Using racial stereotypes as shortcuts to form a diagnosis and develop a 
treatment plan for a patient have led to serious medical errors such as 
underdiagnosing White patients for sickle-cell anemia (Spector 2016).  Physicians 
may also miscount the patient’s environmental exposures, family histories, stresses 
of dealing with racism, and access and quality of care when racially profiling their 
patients (Kaplan and Bennet 2003).  
Additionally, considering racial differences for treatment recommendations is 
also harmful. Assuming that one race has a certain genetic predisposition for a 
disease is dangerous, because it does not take into account important factors such 
as a patient’s exposure to a disease-promoting environment. For example, in a 1997 
study, Cooper et al. found that all forms of cardiovascular disease including 
hypertension was low in West Africa, with levels similar to U.S. Whites in the 
Caribbean (Cooper et al. 1997). Additionally, the blood-pressure gap between Blacks 
and Whites was narrow in Cuba in a 1990 study (Ordunez-Garcia et al. 1998). The 
contrasts in disease patterns among the Black health experience in the United 
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States versus that in West Africa and Cuba seem to indicate that the social 
environment United States is uniquely threatening to the Black health status.  
Additionally, in an opinion piece published in Genome Biology that same 
year, leading population geneticist Dr. Neil Risch and his colleagues concluded that 
“the greatest genetic structure that exists in the human population occur at the 
racial level” (Risch 2002, p.4). Notably, freelance science writer Nicholas Wade’s 
2014 book “A Troublesome Inheritance: Genes, Race, and Human History” claims 
that racial differences in economic success are due to genetics (Wade 2014).  
The essay argues that Risch and colleagues’ radical claim is grossly incorrect. 
The original concept of race was not grounded in science – science was used 
primarily to justify racial inferiority and as a result, been used to explain African 
slavery and medical experimentation (Smedley 1998, Gravlee 2010).  Racial 
categories have been used in the past to structure social inequality – Whites were 
on the top, and Blacks were at the bottom (Smedley 1998, Gravlee 2010). This belief 
system then ranked human qualities according to group membership. Over the next 
hundred years, social institutions continue to enforce these power relationships by 
restricting lower groups’ access to wealth, education, and other valuable social 
resources (Smedley 1998, Gravlee 2010). To say that race is the “greatest genetic 
structure that exists” completely negates the important historic context that 
surrounds the race concept. 
 Additionally, Dr. Risch and other scientists sharing this view provokes a 
dangerous consequence – Nicholas Wade’s book is just one of some many examples 
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in which the notion of a genetic value of race can infer a particular race’s 
intelligence, criminality, and behavior (Smedley 1998, Gravlee 2010). When racial 
categories are accepted and used under a scientific license, ideas that appear 
unbiased and objective can be dangerously misconstrued and distorted to promote 
racist agenda. Thus, those who research race as a scientific context ought to be 
extremely careful with how they publish their findings, given the grave 
consequences that have arose from using racial categories in science (Harris 1950, 
Bennet 1961, Smedley 1998, Washington 2006) 
  
Awareness of Racial Health Disparities     
Prominent Black leaders have addressed the enormity of the Black health 
crisis throughout the past century.  In his seminal work on “The Philadelphia 
Negro: A Social Study” (1899) and “The Health and Physique of the Negro 
American” (1906), W.E.B DuBois was the first to present empirical data to debunk 
dominant notions of biological racial inferiority. He indicated that the poor living 
and working conditions of African-Americans could explain these differences in 
health outcomes (DuBois 1899).  
Booker T. Washington wrote, “the average length of a Negro’s life in the 
South is at present thirty-five years. It should be fifty years, and the Negro 
Organization Society of Virginia can prolong the life of the average Negro working 
man to fifty years ” in 1915 (Washington 1915, pp. 661). Washington understood 
that Black health lagged behind that of U.S. Whites, and importantly, that there 
  
 
17 
were social and environmental differences between the South and the state of 
Virginia that result in such striking differences in mortality.  
 A Black orthopedist named John Watson Chenault argued in 1941 that 
statistics used to support the idea of a lower incidence of polio in Black patients — 
commonly seen as a White disease at the time despite the presence of Black polio 
victims — were due to “poor treatment available for Negroes and, as much as I hate 
to admit it, the failure of many of our men to recognize the disease” (Gould 1997, 
p.83). Importantly, Chenault identified the importance of how a racialized disease 
like polio can lead to misdiagnoses and also the value of access to medical services. 
His words reflect the reality that many Blacks had polio, but they lacked resources 
to have their condition properly diagnosed (Gould 1997). 
In 1966, Martin Luther King declared, “of all the forms of inequality, 
injustice in health is the most shocking and the most inhuman because it often 
results in physical death” to a room of White and Black physicians during the 
Medical Committee for Human Rights’ Second National Convention (King 1965). 
Dr. King recognized that health care access should be a right, not a privilege and 
that differences in health care can lead to very real consequences.  
 During this time, between 1964 and 1965, the government initiated 
programs to provide health care for blacks and other disadvantaged groups (Byrd 
and Clayton 1992).  These efforts to allow Blacks access to decent, mainstream, 
health care were the first in over 300 years. However, the improvements continued 
for only a decade and progress plateaued by 1975. A period of neglect followed that 
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evolved into what Dr. Byrd and Clayton call as the “Black Health Crisis of the 
1990s” (Byrd and Clayton 1992).  
After the release of the Malone-Heckler report on Black and minority health 
in October 1985, a few African-Americans physicians, who were acutely aware of 
the crisis portrayed in the report long before its release, addressed the various 
factors contributing to the Black health crisis. Heckler concluded that progress 
depended more on education and behavioral changes than access to health care 
services (Heckler 1985).  
In response the President of the National Medical Association, African-
American physician Dr. Edith Irby Jones, noted that Heckler’s new “minority 
health strategy” implied that “if black people would only ‘behave’, their health 
problems would be solved…as black Americans, we know it is not as simple as all 
that. Blaming the patient will not cure the ills of America’s underserved minorities” 
(Jones 1985, p.486). Jones criticized the report’s emphasis on health education and 
lifestyle changes. The report’s recommendations focused entirely on strategies to 
make the patient more informed as if knowledge deficiencies were the sole cause for 
health disparities.  
In an analysis of the serious health problems affecting African-Americans, 
Dr. Jesse Barber noted that a “basic health issue in 1990 is the racism that 
underlies health policy and practices just as it did in 1895. Racism in health in 1990 
is perhaps a bit more subtle and less direct than it was in 1895, but possibly even 
more frustrating because we have a greater capacity to correct some of the 
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problems” (Barber 1990, p.664). Indeed, while much has changed in those one 
hundred years in terms of scientific knowledge, increased capacity of medicine to 
diagnose, treat, and cure various infectious diseases, successful public health 
initiatives, and a generally more health conscious society, Dr. Barber emphasizes 
that African-Americans have not benefitted equally from these advances.  
 
Public Perceptions of Racial Health Disparities   
Throughout the past century, scientific research has produced a mounting 
volume of evidence documenting racial and ethnic disparities in health outcomes. 
Every year, the federal government provides an update regarding the extent of 
these disparities. The Malone-Heckler report on Black and Minority Health began 
to characterize and document “excess deaths” by showing differences in Black and 
White health status, which ignited a national conversation about the differences in 
health between Whites and minority group (Heckler 1985).  The Heckler Report 
estimated 60,000 excess deaths on average each year from 1979 to 1981 in minority 
populations that likely would not have occurred if these persons were White.  
Since the Heckler Report and other similar reports on health disparities, 
Adler and Rehkopf discovered in their search of the peer-reviewed literature that 
the term “health disparities” was used as a keyword once in the 1980s, 30 times in 
the 1990s, and in 400 articles from 2000 to 2004 (Adler and Rehkopf 2008).  In 2014 
alone, there were more than 500 articles on race-based healthcare disparities across 
a broad array of diseases and outcomes (Goodman 2016). Both of these studies 
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confirm that evidence for health care disparities have been described extensively in 
literature and that the number of studies related to the topic is rapidly increasing.  
Considering the mounting evidence of racial health disparities since the 
twentieth century, little has been done to remedy the significant differences that 
separate Black and White morbidity and mortality. In a 1990 issue of The Lancet, 
D.S. Greenberg states “the issue of minority health…has held a high place on the 
rhetorical agenda of recent presidential administrations. Lacking, however, are 
both the needed financial resources and a willingness to abandon some of the 
political hallucinations that persist in the politics of minority health improvement” 
(Greenberg 1990, p. 781).  
One of the political hallucinations that Greenberg refers to was the common 
perception that young Black men are more violent than young White men. He states 
that among young Black males, the leading cause of death was homicide. In fact, he 
states that there is an entire section in the 1990 edition of the Health United States 
report entitled “Control of Stress and Violent Behavior” that attributes this 
behavior as the leading cause of death. Interestingly, the report acknowledged 
surveys that showed about 50% of households in the United States owned a gun of 
some kind.  It would seem logical that the right of gun ownership was linked with 
the homicide rates among young Black males in the 1980s. However, the 
Republican presidential administration at the time defended and even celebrated 
the right of gun ownership. As a result, even though the report had urged the 
government to reduce the homicide mortality, the government was more concerned 
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with the right of gun ownership instead of eliminating an important factor for the 
high homicide rates.  
Additionally, awareness of health disparities among the general public is 
reportedly low. In 1999, Lillie-Blanton and colleagues surveyed a nationally 
representative sample of 3,884 Whites, Blacks, and Latinos in order to assess public 
perceptions and attitudes about racial differences in health care (Lillie-Blanton et 
al. 1999). At the time of the survey, infant mortality rates among Blacks were 2.5 
times higher than among Whites and Blacks lived 6.6 years less than Whites. The 
survey found that the majority of Americans were unaware of Black-White gaps in 
these measures of health status. For example, 54% of White Americans were not 
aware that infant mortality is higher for Black infants than for Whites while 58% of 
African-Americans had the same misperception (Lillie-Blanton et al. 1999). 
However, the survey noted that when asked if “racism is either a major or minor 
problem in health care,” 68% of Whites, 80% of African-Americans, and 75% of 
Latinos responded with yes (Lillie-Blanton et al. 1999). From their results, most 
Americans seemed to be aware that race was a problem in health but were unaware 
of racial disparities in health outcomes.  
Since the 1999 survey, various national initiatives, reports, and educational 
campaigns sought to direct public attention to racial and ethnic disparities in 
health. For instance, the 2003 report by the Institute of Medicine presented 
evidence that racial and ethnic minorities are treated differently than Whites in the 
US health care system (Institute of Medicine 2003). Also in 2003, the Agency for 
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Healthcare Research and Quality issued the first of its annual reports that measure 
and track data on access and quality disparities in health (Agency for Healthcare 
Research and Quality 2003). Additionally, a 2008 PBS series – Unnatural 
Causes…Is Inequality Making Us Sick?  - emphasized the need to be aware of and 
promote solutions for health disparities.  
Booske et al. conducted the 2008-2009 National Opinion Survey on Health 
and Health Disparities that addressed both racial disparities and socioeconomic 
disparities in health outcomes. Despite the effort to increase public awareness after 
the 1999 report, the survey found that awareness of racial health disparities 
between Black and White patients (46%) was significantly lower than awareness of 
socioeconomic health disparities between non-high school and high school graduates 
(60%) and the poor and middle class (73%).  Despite an overwhelming number of 
research on health disparities, communication of these issues to the public was poor 
(Booske et al. 2010).  
In a 2010 survey modeled after the 1999 Lillie-Blanton et al.’s survey, Benz 
et al. found that awareness of racial and ethnical health disparities had improved 
only modestly. Specifically, 59% of Americans were aware of racial and ethnic 
disparities in 2010 compared to 55% in 1999 (Benz et al. 2011).  
Most recently, Bye et al. conducted a 2015-2016 American Health Values 
Survey to construct a typology of US adults as a tool to inform the promotion of 
health equity and population health (Bye et al. 2016). Bye and colleagues 
categorized the sample population into six population segments based on how 
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respondents rated the importance of one’s health in daily life and how active the 
government’s role should be in the health policy area. The study noted that 
participants in all of the segments except one were far more likely to believe that 
income-based disparities affect access to care than racial and ethnic disparities (Bye 
et al. 2016). Importantly, the study found that all segments except one believed that 
there was in terms of access to care for African-American compared to Whites (Bye 
et al. 2016).  
These studies demonstrate that much more need to be done to improve public 
awareness of racial health disparities. Lack of awareness of and knowledge about 
health disparities can lead a lack of attention to the problem (Benz et al. 2011). 
Evidence suggests that public awareness can lead to change at the behavioral 
changes at the individual level and also group mobilization for changes in public 
policy and social arrangements at the community level (Kim et al. 2005, Kressin et 
al. 2005, and Van Ryn et al. 2003).  
 
The Provider’s Role in Racial Health Disparities  
Certainly, racial health disparities have impacted the health outcomes of 
different population groups in the United States.  The pattern of disparate health 
access, delivery, and outcome was established during the Atlantic slave trade and 
has persisted for 382 years (Byrd and Clayton 2001). Americans have been 
socialized to believe that race, defined by skin color and other visual cues, must hold 
important biological meanings (Smedley 1998). Indeed, much of the thinking on 
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race and genetics is driven consciously or unconsciously by assumptions that tend to 
view racial groups as valid biological categories (Williams 2012). 
 Societal biases and assumptions affect healthcare practitioners in the same 
way as they do for members of the general population – there is no evidence that 
suggests that physicians are excluded from the effects of socialization. While 
societal attitudes have indeed changed since the days of slavery, suggesting that 
medical racism is simply not true. As recently as 1995, radiologist Clarence 
Lushbaugh, M.D., explained that he and his colleague chose “slum” patients as 
radiation subjects because “these people don’t have any money and they’re black 
and they’re poorly washed” (Washington 2006, p. 235). While Dr. Lushbaugh’s 
frankness is shocking, there have been many recent examples involving the Implicit 
Association Test in which physicians have demonstrable implicit bias against 
Blacks (Green et al. 2007, Sabin et al. 2009, and Blair et al. 2013).   
Unlike members of the general population, physicians have a unique role in 
racial health disparities as their medical decision-making tangibly impacts the 
health outcomes of their patients. In the first paragraph of American Medical 
Association’s Code of Medical Ethics, it states, “as a member of this profession, a 
physician must recognize responsibility to patients first and foremost, as well as to 
society” (AMA 2016). In particular, four out of the nine principles of medical ethics 
emphasize derivations of this responsibility in regards to patients:  
A physician shall be dedicated to providing competent 
medical care, with compassion and respect for all human 
dignity and rights. 
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A physician shall recognize a responsibility to participate 
in activities contributing to the improvement of the 
community and the betterment of public health. 
A physician shall, while caring for a patient, regard 
responsibility to the patient as paramount. 
A physician shall support access to medical care for all 
people (AMA 2016). 
 
These principles clearly emphasize quality of care and well-being, and it should 
follow that quality care for all patients is standard for ethical practice.  
Despite this, Blacks continue to have less access to healthcare, use fewer 
health care resources, and are less satisfied with the care they receive than Whites 
(Saha 1999). Black patients are far more likely to report worse and unfair 
treatment compared to patients of other races (Banks 2006). Additionally, as a 
result of experiences and expectations of racism and financial discrimination by 
physicians, Black patients are more likely than White patients to distrust health 
care providers (Jacobs 2006).  
As illustrated previously, race is the result of sociocultural processes.  Race is 
not caused by innate biological differences; in fact, race is a social construct that can 
lead to very real biological consequences (Smedley 1998, Gravlee 2009). Namely, 
racial health disparities can result as biological consequences of race. The 
relationship between race, science, power, and medicine will be further examined in 
the following chapter in order to give added context for the examination of 
physicians’ implicit biases.  
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Chapter II: Race and Science 
 
From the beginnings of the nation’s health system, race has been a major 
determinant of how physicians diagnose and treat individuals (Byrd and Clayton 
1992). The influence of race and racial thinking is derived from assumptions that 
race has an objective biological reality, and therefore is immutable and inextricably 
linked to an individual’s identity (Risch et al. 2002, Burchard et al. 2004). The 
pervasive acceptance of racial differentials in morbidity and mortality as “normal” 
has sustained the racial biases that saturate the American health system. From the 
repeated refusal of health researchers or the general public to attribute 
discriminatory results of medical practices and scientific studies to race or racism to 
the discriminatory barriers to African-American entry into influential roles in the 
medical field, race continues to be a problem (Byrd and Clayton 1992).  
Legitimizing the idea of race with science has been a practice since the 
eighteenth century when the introduction of race as a way to categorize what was 
perceived as inherently unequal human populations was used to maintain positions 
of power (Smedley 1998, Gravlee 2009). Various scientific works formed an 
elaborate system of racial ranking as a means to impose ideas of separateness and 
inequality among different people groups, and its effects are felt today, almost four 
centuries later (Smedley 1998, Byrd and Clayton 2000, Isaac 2013). However, the 
relationships between race, science, power, and medicine are historically complex 
and interconnected. When perceptions of power and science change, so do the 
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perceptions of race. Its effects are tied with how physicians view and ultimately 
treat Blacks. To fully examine the biases within the health system, investigating 
the race concept and its relationship with science and power is necessary.  
Since the advent of the 21st century, most contemporary scholars have viewed 
the race concept as unsound (Cooper 2003, Witherspoon 2007, Yudell 2016).  Racial 
thought is constantly changing – indeed, the way individuals think about race today 
is different from what it was just decades ago, and vastly different than one or two 
centuries ago (Smedley 1998, Witherspoon 2007). Race and racism are fluid 
concepts that change with time and place, dependent on variables such as politics, 
science, and geography (Smedley 1998, Witherspoon 2007).  Although scientific 
beliefs about race were widely believed as objective and accurate before the 
twentieth century, race is not an accurate reflection of physical and biological 
differences (Smedley 1998, Witherspoon 2007). Indeed, when perceptions of science 
change, so do the perceptions of race. Today, evidence from social scientists and 
experts within the natural sciences demonstrates that race is a sociocultural 
construct that continues to possess a profound influence on the American story 
(Smedley 1998).  
The term race seemingly predates the sixteenth-century beginnings of 
contemporary Western science (Byrd and Clayton 2000). The first formal definition, 
according to Webster’s Dictionary, is “a breeding stock of animals.” Webster’s also 
defines race as “a family, tribe, people, or nation belonging to the same stock” and 
“class or kind of people unified by community of interest.” From these different 
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definitions, race seems to simultaneously refer to a scientific idea, a means of 
classification, and a sociocultural concept.  
Comparative studies in history and anthropology indicate frequent 
interactions among people of different groups in ancient societies. There were no 
racial designations during this time, even when different physical differences 
existed between population groups (Smedley 1998). Historian Frank Snowden found 
evidence of Black-White contact before the sixth century and noted that although 
there was an “association of blackness with ill omens, demons, the devil, and sin, 
there is in the extant record no stereotyped image of Ethiopians as the 
personification of demons or the devil” (Snowden 1991, p.101). Ancient Greek and 
Roman civilizations differentiated people by civility and barbarity – these 
distinctions were due to geography rather than skin color or bloodlines (Hannaford 
1996). Additionally, during times of peace, interethnic interactions were mutually 
beneficial: different population groups traded, intermarried, and exchanged 
knowledge and ideas (Smedley 1998).  
 Beginning in the fifteenth and sixteenth century, European countries lead 
expeditions that resulted in the discovery of sea routes to Africa, India, and North 
and South America. Driven in part by the experiences with new peoples during the 
expeditions, sociocultural notions of personhood became integrated with beliefs of 
static human population (Byrd and Clayton 2000).  Europeans implemented 
exploitative commercial ties that resulted into a new form of abusive chattel 
slavery, and ultimately, subsequent political control of African, American, and 
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Asian populations (Byrd and Clayton 2000). Ensuing events, particularly the 
Atlantic Slave Trade, would mark the early stages of Western corruption, racism, 
greed, and cruelty (Du Bois 1896).  
Europeans looked to science to rationalize the inferiority of certain people 
and impose ideas of separateness of inequality among different people groups. The 
seventeenth and eighteenth centuries marked the first attempts to classify man 
scientifically (Byrd and Clayton 2000).   
In 1735, the “Father of Biological Classification” Carolus Linneaus wrote his 
Systema Naturae in which he defined species as “fixed and unalterable in their 
basic organic plan,” while varieties within the species could be caused by various 
external factors such as climate or temperature (Smedley 1998, pp. 218).  According 
to him, humankind could be divided into four groups and could be differentiated by 
physical and psychosocial characteristics.  
Linneaus relied heavily on racial phenotypes as the basis for his scientific 
classification. Africanus were “black, phlegmatic…hair black, frizzled…nose flat; 
lips tumid; women without shame, they lactate profusely; crafty, indolent, 
negligent…governed by caprice” (Smedley 1998, p.219). Contrastingly, Europeaus 
were “white, sanguine, muscular…eyes blue, gentle…inventive…governed by laws” 
(Smedley 1998, p.219). Although Linnaeus did not explicitly use the word “race” at 
this time, his Systema Naturae marked the beginnings of racial categorization that 
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were rooted with judgments of inferiority and superiority between different 
population groups.  
Gradually, these categories transformed into the formation of an elaborate 
system of hierarchical organization, which paved new ways to assess and explain 
human variation.  One of Linnaeus’ colleagues was George-Louis Leclerc de Buffon 
who is seen to be the first to employ “race” in something resembling its modern use. 
Buffon defines races as “varieties of the species whose characters have become 
hereditary as a result of the continuous actions of the same causes that produce 
individual differences” (Isaac 2013, p.9).  He viewed donkeys are degenerate horses, 
apes degenerate men, and Black people as degenerate White men in what he 
proposed as his theory of degeneracy. While he did specify Black people as men not 
animals, he did so only because White and Black people can procreate (Isaac 2013).  
In his natural scientific treatise Histoire Naturelle, Buffon observed what 
seemed to be clear divisions between the population groups and attributed these 
differences to varying climates (Smedley 1998). In his treatise, he ranked human 
groups – Whites were at the top as “the whitest and best-built men on Earth” and 
Blacks at the bottom “as ugly as monkeys” (Honour 1989, p.262). His derogatory 
statements went so far as to claim that orangutans copulated with Black women. 
Additionally, he proposed an environmental theory where he wrote that the White 
man has grown increasingly blacker in a tropical climate and can recover his 
original, normal color by returning to the temperate zone (Honour 1989). As Buffon 
was director of the most prestigious scientific research institute at the time, the 
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science community took his words seriously. Undeniably, for people of African 
descent, Buffon and Linnaeus’ remarks were detrimental. 
 Following Linnaeus and Buffon, other racial classification efforts followed. 
Unlike his predecessors, Johann Friedreich Blumenbach utilized a combination of 
skin color, hair texture and color, skull configuration and dimensions, and facial 
physiognomy as the primary means for organizing five different “varieties” of man: 
Caucasian, Mongolian, American, Ethiopian, and Malay. Blumenbach’s addition to 
Linnaeus’ four racial types “radically changed the geometry of human order from a 
geographically based model without explicit ranking to a double hierarchy of worth 
oddly based upon perceived beauty and fanning out in two directions from a 
Caucasian ideal” (Gould 1996, p.403). His classification system based on aesthetic 
criteria dominated racial taxonomy into the twentieth century, and these scientific 
efforts of categorizing groups provided a new vocabulary to racial ideology.   
 By the nineteenth century, racial classifications served as scientific evidence 
for the presumption that physical traits could be served as a measure for all other 
traits such as intelligence and criminal behavior. In the Americas, widespread 
slavery and racist American politics intensified interests in racial inquiry (Byrd and 
Clayton 1992).  
Polygenism, the theory that human races are separate biological species with 
distinct origins, came into maturity in America during the nineteenth century and 
gained European attention and respect at a time when American science was new 
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and underdeveloped. Polygenism drew illustrious supporters even when the Bible 
stood above science as the primary source for rationalization of the natural world 
(Gould 1993, Morning 2008). Despite tensions among Christian slave-owners 
regarding its contradiction to biblical monogenism, polygenism served an important 
role in science in describing and understanding human diversity. 
Among the contributors to polygenic thought was Peter Browne who 
developed racial theories based on his studies of human hair. Browne hypothesized 
that because the hairs of Blacks and Whites were structurally different, they were 
of a different species (Stanton 1960). Samuel Morton, another American scientist 
who supported polygenetic beliefs, began the first of many efforts to associate racial 
groups with intelligence In Morton’s Crania Americana (1839) and Crania 
Aegyptiaca (1844), he associated brain size with intelligence and measured skulls in 
ways that demonstrated significant racial difference (Gould 1981).  He then cited 
his results as evidence that races were separate species, showing that Whites had 
the largest mean cranial capacities and concluding that Africans had the lowest 
levels of intelligence. His findings were so widely received that they were reprinted 
repeatedly during the nineteenth century as irrefutable data on the mental worth of 
human races (Gould 1981).  
Such explanations were used to resolve the subject of medical disorders and 
illnesses. At the time, medical disorders were thought to manifest differently in 
Blacks than in Whites. For example, Dr. Philip Tidyman, M.D., wrote in 1826: 
“intermittent fever, so hostile to the constitution of the white inhabitants, has no 
  
 
33 
tower for the Negro, who when attacked, required but little medicine to rid him of 
this insidious enemy, and to secure him against a return” (Tidyman 1826, p.315).  
 Samuel A. Cartwright, M.D. from Louisiana gained popularity due his 
extensive writings on Negro medicine in Southern medical journals (Washington 
2006).  As a chair of the Medical Association of Louisiana, Cartwright published his 
work “Report on The Diseases and Physical Peculiarities of the Negro Race” that 
suggested anatomical and physiological differences between Blacks and Whites. He 
wrote that Blacks’ physical and mental defects allowed them to survive without the 
care of White physicians (Cartwright 1850). Similar to Morton’s study, his report 
alleged that Black cranial capacities were 10 percent smaller than that of Whites, 
which to him implied that their intellects were stunted. Cartwright also asserted 
that Blacks’ respiratory systems were different due to a different breathing 
apparatus and skeletal structure (Cartwright 1850).  
Five years before Darwin’s On the Origin of Species, Alabama physician 
Josiah Nott, M.D., and George R. Gliddon’s “Types of Mankind” was published in 
1854. Nott and Gliddon claimed that Blacks’ physical and mental differences 
suggested their polygenic origins and ultimately, their inferiority. The Black’s lower 
extremities meant that God created him as a submissive knee-bender – therefore 
subservient to Whites (Nott and Gliddon 1854). Other physician-scientists viewed 
Blacks’ features as indicative of Blacks being a different species: large buttocks and 
genitals marked their hypersexuality, their thick lips and facial angles testified to 
their apelike nature. Imaginary differences were also conjured – fingernail 
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abnormalities and disproportionate hands and feet indicated their primitiveness 
(Washington 2006). As late as 1903, just over a century ago, physician Dr. W. T. 
English observed, “A careful inspection reveals the body of the negro a mass of 
imperfections from the crown of the head to the soles of the feet” (English 1903, 
p.463).  
19th century typological explanations for racial differences lead to new ways 
of thinking about the race concept. Biological determinism, the notion that 
differences between human groups arise from inherited, inborn distinctions, became 
increasingly supported by scientific endeavors (Byrd and Clayton 2000). The most 
important factor for this was the widespread acceptance for Charles Darwin’s 
theory of evolution, which became the dominant force in biological and social 
scientific thought (Byrd and Clayton 2000). Darwin’s theory challenged creationist 
theories and changed the basic structure in which racial ranking systems were 
framed.   
Evolutionary theories supported biological determinism based on race, and 
some scientists believed that an individual’s propensity to commit deviant acts 
rested in his or her heredity (Silver 2004). Along with Gregor Mendel’s findings 
about the hereditability of traits, these pseudoscientific discoveries were offered as 
verification for a new science – eugenics. The father or eugenics, British scientist 
Francis Galton, defined eugenics as “giving the more suitable races or strains of 
blood a better chance of prevailing over the less suitable” (Galton 1891, p.24-25).  
While scientists previously utilized measurable and observable physical traits to 
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infer behavioral traits about particular groups, racial scientists starting from the 
late nineteenth century began seeing race as a reflection of unseen differences. They 
attributed these differences to genes (Byrd and Clayton 2000).  
In the early twentieth century, the eugenics movement added a new scientific 
dimension to racial differences, and its ideas were repeatedly applied to public 
policies that affected immigration, labor, and reproduction. Racist scientists 
believed that one gene had a one-to-one correspondence with one trait (Chase 1997). 
With an unrelenting determination to demonstrate Nordic superiority, eugenicists 
turned to creative ways to solve even the discoveries that seemingly refuted their 
ideas. For example, when Blacks were found to have faster reflexes than Whites, 
they asserted that the genes for reflexes prevented normal brain development 
(Chase 1977). Notably, not all eugenicists were comfortable with the eugenic 
concept of race – many geneticists left the movement when realizing that their 
claims were not rooted in objective study but on speculation based in social beliefs 
(Yudell 2014).  
Compulsory sterilization laws based on eugenic ideas ultimately passed 
through 29 states (Silver 2004). These laws sterilized roughly 60,000 so-called 
“feeble-minded” and “undesirable” Americans who were primarily criminals and 
accused or convicted sexual offenders (Condit 1999 and Reilly 2015). As African-
Americans were most associated with criminality than any other group, they were 
disproportionately sterilized. Advocates for this wrote that the “dark-skinned 
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untrammeled copulators” must be stopped before the “good genes” of the rich are 
overwhelmed (Chase 1977, p. 514).  
The effects of the eugenics movement extended beyond the United States 
population – the movement directly influenced Nazi sterilization policies. In 1951, 
the Central Association of Sterilized People in West Germany estimated that the 
Nazi programs had sterilized 3.5 million persons (Silver 2004). After the downfall of 
Nazi Germany and the Nuremberg Trials that followed, attention to Nazis’ 
extensive use of eugenics policies as well as statements rejecting the eugenics thesis 
significantly stopped state sterilization laws and curtailed the eugenics movement 
(Silver 2004).   
 After the end of World War II, multiple efforts were made to redefine race 
and disseminate ties between science and racism through the UNESCO statements 
(Reardon 2005). During this time, there was near unanimous agreement among the 
scientific community that human beings belonged to a single species. Most rejected 
polygenetic notions that had characterized the American science profession in the 
19th century. Instead of perpetuating slavery with scientific work the popular 
opinion was to undo its harm. 
 However, the influence of polygenism and eugenics did not completely 
disappear in the scientific community. Especially between the 1960s and 1980s, new 
waves of biological determinism reasserted notions of racial inferiority. Importantly, 
not long after World War II, Carleton S. Coon’s The Origin of Races (1962) asserted 
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there were five races for humankind and that these races formed before the 
existence of Homo sapiens. He argued that these races persisted as Homo erectus 
evolved into Homo sapiens and that each race evolved independently into Homo 
sapiens at a different point in time (Jackson 2001). Although similar to polygenism, 
Coon argued that races were subspecies of Homo sapiens whereas polygenists 
argued that races were different species altogether.  
 Now, The Origin of Races was published at the height of the Civil Rights 
Movement and not long after World War II (Jackson 2001). When it was published 
in 1962, the second UNESCO statement and third UNESCO statement – the latter 
released two years after Coon’s work – acknowledged that there were “differences of 
opinion regarding how and when different human groups diverged from this 
common stock” (Montagu 1972, p.29).  Examples of these differences in opinion at 
the time were between some physical anthropologists and cultural anthropologists. 
Some physical anthropologists relied more on genetics to determine race whereas 
cultural anthropologists argued that race had no scientific basis. (Jackson 2001).  
Thus, when Coon’s work was published, controversy over his claims was not 
unexpected.  
Much criticism over Coon’s work arose within the scientific community. 
Among the critics was the notable scientist Theodosius Dobzhansky. He condemned 
Coon’s semantics as susceptible to racist misuse even when Coon makes no claims 
that suggest racial inferiority. Dobzhansky then addressed that Coon did not uphold 
his scientific duty to prevent misuse of his findings (Jackson 2001).  
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Such predictions for misuse proved true, as Coon’s work was greatly abused 
to justify and legitimize segregation. To White segregationists, Coon’s claim that 
that the Caucasoid race evolved 200,000 years before the Congoid was proof that 
African-Americans were “less evolved” and justified racial inferiority (Jackson 
2001). Among the segregationists was Carleton Putnam, the author of widely 
circulated letters and Race and Reason, which was heavily inspired by The Origins 
of Race. Coon’s and Putnam’s works intensified racism in the South and inspired 
efforts to revitalize the Ku Klux Klan in the 1970s (Jackson 2001).  
Polygenism, eugenics, and Coon’s concept of race existed in the time of social, 
political, and economic unrest and were heavily influenced by changing American 
race relations. The relationships between race, science, and power were exhibited 
when each scientific concept was at its pinnacle. In the nineteenth century, science 
justified existing power relations between White slave owners and African slaves. 
Similarly, in the twentieth century, White segregationists substantiated ideas of 
racial inferiority with scientific evidence. Following World War II, when perceptions 
of power and science changed, perceptions of race similarly change, as seen through 
Dobzhansky’s criticism of Coon and efforts to prevent white racists from misusing 
science to perpetuate racism.  
Understanding the historical context of race is crucial, and when scientists 
assume innate biological causes for any social behavior, they can perpetuate the 
idea of racial inferiority that underlie current racial categories. When racial 
categories are accepted and used under a scientific license, ideas that appear 
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unbiased and objective can be dangerously misconstrued and distorted to promote 
racist agenda. The next chapter will examine how the idea of racial inferiority has 
affected the Black health experience. 
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Chapter III: A Historical Review of the American Black Health Reality 
 
In 2005, almost 150 years after the end of the Civil War, Senator Edward M. 
Kennedy declared, “How we respond to the minority health crisis is a basic measure 
of the depth of the nation’s actual commitment to the ideals of liberty and justice for 
all” (Kennedy 2005). Given the frustratingly poor response to Black health issues in 
the many decades following the Civil War, the United States’ commitment to liberty 
and justice for all is problematic at its best.  The American Black health experience 
is distinctively different than that of other immigrant specifically due to an 
extended period of the slavery and the issue of skin color as a metaphor for 
dehumanization of Black individuals. For almost four centuries, African-Americans 
have struggled through turbulent periods of slavery, segregation, and 
discrimination.  
While discrimination in health services has become less overt over time, 
Blacks continue to experience unequal treatment in health since the days of slavery 
more four centuries ago. Indeed, matters of race, racism, and racial discrimination 
are rooted in the legacy of slavery and persist throughout contemporary American 
life.  A historical background of the Black health experience in the United States 
provides some context for a gamut of poor health outcomes, neglect, active scientific 
racism, several instances of medical experimentation, and indifference shown by 
privileged White medical profession.  
The impetus for analyzing the relationship between American medicine and 
the Black health experience is to expand the understanding of current racial health 
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disparities, the effects of race on the Black health status, and ultimately, the 
pervasiveness of historically racist attitudes that have carried into the medical 
institution and ultimately inform modern physicians’ medical decision-making.  
 
Black Health during the Transatlantic Slave Trade    
The Transatlantic Slave Trade represented a major international movement 
of persons from the point of enslavement in Africa to their place of forced labor in 
the Americas. The African continent was divided up among the Portuguese, 
Spanish, Dutch, French, Germans, Italians, and British.  During this period, more 
than 12 million men and women either captured in warfare or kidnapped within 
Africa by other Africans and then imported from their homeland in Africa into the 
Americas (Wilson 1991).   
While exact numbers on overall slave mortality during point of capture to 
travel to the African coast are unavailable, some estimate the mortality to be as 
high as 50 percent (Davidson 1978). Slaves died not only during their involuntary 
voyage to the Americas but also during the process of their enslavement, travel in 
the interior, on the African coast awaiting shipment, and after arrival into the 
Americas (Eltis 1989). As demand for Black slaves increased, the slave trade 
became more systematic and required more expansion into the African interior. As 
a result, this expansion lead to longer slave marches to the coast and larger 
concentrations of slaves in storage areas that elevated mortality rates (Byrd and 
Clayton 2000).   
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Additionally, each nation built enslavement camps close to the Atlantic 
Ocean to facilitate easy access for loading human cargo onto slave ships. The 
average stay in these enslavement camps was approximately a month to six weeks 
(Taylor 2009). Slaves were segregated by gender and age and were tightly packed 
under horrifying conditions in order to “break their ‘warrior spirit’ so that by the 
time the slave ships arrived, they would be docile and ready for the next part of the 
process” (Gaskew 2014, p.84).   
These enslavement camps were where European merchants would exchange 
goods for slaves. The process for this exchange can be described in the following 
phases: (1) Captive slaves were purchased from brokers at enslavement camps and 
displayed in open booths; (2) While they were naked, physicians would examine 
their bodies in the same way as they would for an animal; (3) Those who passed 
inspection would be placed on one side where they were branded with an iron 
signifying their purchase while those rejected were later murdered regardless of 
gender and age; (4) Purchased slaves were then boarded on slave ships to begin 
their servitude in the Americas (Bennett 1961).  
Although any loss of slaves en route would directly affect the ultimate 
profitability of the voyage, conditions were far worse once slaves were onboard. 
Mortality experienced in the Middle Passage was, on average, higher than for other 
long-distance voyages, and overcrowding was more common on slave ships than 
other vessels (Klein et al. 2001). Conditions were worse here than in enslavement 
camps. Each transport ship contained between 300-500 African slaves chained by 
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the neck, hands, and feet and temperature exceeded 100 degrees. Additionally, 
slaves were kept in mostly complete darkness with minimal food and water and in 
unsanitary conditions for an average period of two months. Bennett stated:  
 
They were packed like books on shelves into holds, which 
in some instances where no higher than eighteen inches. 
“They had not so much room,” one [slave] captain said, “as 
a man in his coffin, either in length or breadth. It was 
impossible for them to turn or shift with any degree of 
ease.” Here, for six to ten weeks of the voyage, the slaves 
lived like animals…it was common…to find a dead slave 
and a living slave chained together. So many dead people 
were thrown overboard on slavers that it was said that 
sharked picked up ships off the coast of Africa and 
followed them to America (Bennett 1961, p. 47).  
 
Particularly during the seventeenth and early eighteenth century, extreme 
mortality arose from outbreaks of epidemic diseases such as small pox and 
tuberculosis or from excessive time at sea, which resulted in shortages and spoilage 
of water and food (Klein 1978). While many of these losses were not counted, 
experts place the mortality rates from point of capture to arrival to the Americas at 
about 50 percent; some, have even placed it at 70 percent for the victims of the slave 
trade (Hogendorn 1996).  From the records that do exist, a successful voyage was 
one in which only one-quarter of the African voyage died while onboard.    
During the late eighteenth century and nineteenth century, however, most 
European countries introduced provisions and medical care for slaves in order to 
minimize slave mortality during voyages. However, these provisions protected the 
health of African slaves in similar ways as the law might control the health of 
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livestock (Matthew 2015). In “An Inquiry of the Law of Negro Slavery”, Thomas R. 
R. Cobb, reported that British Parliament placed quotas on the number of slaves to 
“five for every three tons, up to 201 tons…and by the same act a well-qualified 
surgeon was required on every vessel” in order to minimize “disease [that] 
frequently made havoc among the poor creatures” (Cobb 1858, p. clvi).   
The Dolben’s Act (1788), for example, required surgeons to board British 
slave ships and offered incentives to physicians and captains who arrived with what 
was considered to be low mortality rates (Klein et al. 2001). While the extent to 
which these laws were effective is under debate, slave mortality did decline during 
the latter half of the eighteenth century compared to the period prior (Klein et al. 
2001). However, medical support for African slaves were not for humanitarian 
concerns – rather, “surgeons…were motivated primarily by economic gain and 
secondarily by humanitarian concerns” as they were frequently the second highest 
paid employees on board (Sheridan 1985, p.109).    
 
Black Health During the American Colonial Period: 1619-1730 
The introduction of Black slavery to the American colonies began in 1619. 
Between 1641 and 1750, ten states had legalized slavery. As the slave trade 
flourished, 20,000 Black slaves arrived to the Americas each year, with 90 percent 
of Blacks transported in The South (Washington 2006). By the end of the 
seventeenth century, chattel slavery served as the basis of a prospering plantation 
  
 
45 
economy and was codified into law (Byrd and Clayton 2000). 550,000 chattel slaves 
were recorded living in the United States by 1776 (Washington 2006).  
As illustrated in the previous chapter, racist scientific discourse justified 
African enslavement seeped into American societal views.  The rulings during this 
period reflected dominant views of Black inferiority. In 1705, The House of 
Burgesses passed “The Virginia Slave Codes of 1705,” codifying the obligations that 
White masters had with regard to their Black slaves. A. Leon Higginbotham (1980) 
examined these provisions and noted “the statute was silent as to any obligation 
owed to the slave by the master. Masters were apparently allowed to feed, clothe, 
and nurse their slaves in whatever manner they saw fit” (Higginbotham 1980, p.54).  
These provisions provided legal protection to colonial slave owners to treat 
enslaved Africans however they wished. Slave owners often provided their slaves 
with minimal accommodations in order to protect their investments and ensure 
their income from slave work on the plantations (Matthew 2015).  
As property, African slaves were commonly deprived of health care and 
healthy living conditions while experiencing massive overwork in harsh 
environments, inadequate food and water, and high rates of disease and infection 
(Byrd and Clayton 1992). Especially in the South, pathogens from North America, 
Europe, and Africa affected their health status, resulting in infectious diseases such 
as malaria, yellow fever, and hookworm (Washington 2006).  
Additionally, slaves were more susceptible to respiratory infections due to 
poorly fashioned shacks that exposed slaves to both cold wind and heat (Washington 
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2006). When slaves were ill, they were tended first by their owners and would 
subsequently receive medical care “only as a last resort and then in connection with 
the need to ensure their productive labor” (Matthew 2015, p. 14).  
Physicians in the colonies only treated Black slaves when forced to (Byrd and 
Clayton 1992). When they did treat slaves, their recommendations often lead to 
worse outcomes. Bleeding, blistering, and inducing diarrhea with harsh laxatives 
were common therapies. Additionally, arsenic and mercury were common remedies 
that not only induced vomiting and diarrhea but caused heart disease, neurological 
disorders, and cancer (Washington 2006). These remedies aggravated symptoms, 
lead to more sickness, and ultimately, increased mortality.  
 
Black Health During the Republican Era: 1731-1812 
By the early eighteenth century, the Americas had expanded to thirteen 
colonies in 1733. Immigrant population expanded from 250,000 in 1700 to 2.25 
million by 1775 and 5.3 million by 1800 (Ackerknecht 1971). During this time, the 
symbol of the “well-cared for slave” was part of the standard American folklore 
despite the slave health deficit documented during the Republican era (Byrd and 
Clayton 1992).   
While White servants could complain when their masters failed to provide 
fair treatment, Black slaves had no legal status and therefore no legal 
representation (Higginbotham 1978). They were equated to “wretched creatures,” 
with President Thomas Jefferson suggesting that the difference between Blacks and 
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Whites “is fixed in nature” and that Blacks were “originally a distinct race” 
(Jefferson 1787, p. 244). 
 Additionally, Jefferson criticized Black intelligence, writing in his book 
“Notes on the State of Virginia” “never yet could I find that a black had uttered a 
thought above the level of plain narration” and viewed slaves “as incapable as 
children” (Jefferson 1787, p. 245). These writings occurred a decade after Jefferson 
drafted the Declaration of Independence where he famously wrote, “that all men are 
created equal.” Indeed, these contradictory remarks can only be understand by his 
view of humanity: Since Blacks were a “distinct race”, they were not men under 
Jefferson’s definition – the equality established in the Declaration simply did not 
apply to all (Boulton 1995).   
Significantly, by the early nineteenth century, the South became the world’s 
only slave-holding system. As explored in the earlier chapter, their justification for 
this position came from scientific works. Black chattel slavery grew at its fastest 
rate between 1780 and 1810, creating further tensions between the North and the 
South (Byrd and Clayton 2000). In 1787, the “three-fifths compromise” between the 
North and South was enacted and reinforced racial inferiority.  
 
Beginnings of an Unequal Health System  
During the late eighteenth- and early nineteenth-century, European racial 
taxonomists such as Linnaeus, Blumenbach, and Buffon were at the forefronts of 
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scientific inquiry. Their work on racial differences and hierarchies heavily 
influenced the American medical profession.  
During the late eighteenth century, several advancements including the 
nation’s first private hospital in 1752 and medical school in 1765 took place. 
However, these efforts to provide health care did little to change how people 
accessed health care. In fact, healthcare continued to be costly, and the majority of 
patients treated at this private hospital were in high economic standing. Hospitals 
often excluded Blacks from entrance, and when Blacks were admitted, they were 
segregated from Whites. Moreover, medical schools simply refused to admit Blacks 
(Byrd and Clayton 2000).  
Under the White medical profession, Blacks were almost always neglected 
and often abused. Owners and physicians would refer whipping as treatment. 
Physicians often recommended that owners apply “9 drops of essence of rawhide” or 
“oil of hickory” to an ill slave as medicine (Washington 2006, p.31).  
As options for treating slave health were limited, slaves depended on other 
slaves for treatment. According to Byrd and Clayton, as chattel slavery became 
institutionalized, a slave health subsystem evolved where traditional African 
healing practices served exclusively as the American slave’s only accessible option 
and continued over 200 years before the Civil War. Blacks would tend to each other 
as slave midwives, root doctors, and spiritual healers (Byrd and Clayton 2000). 
As discussed in the previous chapter, the concept of biological determinism 
dominated the scientific profession and shaped the American medical-social 
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environment during this period. White physicians saw Black patients as subhuman 
“things,” separate from Whites based on scientific fact (Byrd and Clayton 1992). 
Notable physicians at the time reinforced assumptions of racial inferiority and 
biological determinism based on their writings, research, and accounts of their 
personal biases (Byrd and Clayton 1992).   
The colony’s most prominent physician and anti-slavery activist Dr. 
Benjamin Rush, for example, contributed to racist scientific works. Despite his 
stance on slavery, he asserted that Blacks’ skin color was due to leprosy and later 
extended the effects of leprosy to Black’s overall facial appearance, insensitivity to 
pain, and hyper sexuality (Jordan 1968). While his social views on slavery 
contradicted his beliefs of biological racial inferiority, Rush’s inconsistency reflects 
the extent to which biological determinism and racial folklore have influenced the 
medical-social environment.   
Additionally, American physicians frequently exploited Black slaves for 
medical experimentation. One prominent example is Dr. James Marion Sims, M.D. 
who has been hailed as the “Father of Gynecology” and the “Father of Vaginal 
Surgery” in the field of obstetrics and gynecology (Byrd and Clayton 2000). While he 
did contribute greatly to gynecologic surgery, he did so at the horrific expense of 
female Black slaves. 
Before his interest in gynecology, he began his practice as a plantation 
physician in Alabama where he attended many pediatric cases. One of his earliest 
experiments were to understand tetany, a neuromuscular disease in children 
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characterized by seizures and muscle spasms (Washington 2006). Although modern 
medicine has shown that tetany is the result of severe calcium, magnesium, and 
vitamin deficiencies, Sims attributed the disease to irregular displacement of skull 
bones during fetal development (Washington 2006). In one case, Dr. Sims took a 
diseased Black infant, made incisions into its scalp, and wielded a cobbler’s tool to 
mechanically configure skull bones into new positions. He believed that the Black 
infant’s skull bones grew together more quickly than White infants, consequently 
limiting brain size and development (Washington 2006).  
Sim later purchased slaves to use in other experiments. A notable incident 
was his cruel use of three Black women named Betsy, Lucy, and Anarcha for his 
surgical experiments in the 1840s, even purchasing one of the slave women to 
continue surgically experimenting on her (Walker 1949). According to Byrd and 
Clayton, Dr. Sims believed that “Blacks did not have morals or perceive pain as 
Whites did” and admitted to operating on Anarcha on “at least 30 agonizingly 
painful occasions” (Byrd and Clayton 2000, p. 273). Without their consent, he 
repeatedly performed major surgical operations on these three women without 
anesthesia and, at times, allowed the public to view their genitals and other body 
parts (Byrd and Clayton 2000). His refusal to administer anesthesia was because he 
believed that his procedures were “not painful enough to justify the trouble and risk 
attending the administration” and that Blacks’ perception of pain was different 
than that of Whites (Washington 2006, p. 65).  
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African-Americans have long associated the White medical profession with 
mistreatment. As hospitals and medical schools developed in increasing numbers 
throughout the nineteenth century, African-Americans remained as frequent 
subjects during medical training and experimental procedures, and as raw material 
for research (Washington 2006). Dr. Sims was just one of many physicians who used 
Blacks as research subjects, and this practice was conducted almost always without 
their consent and without anesthesia as physicians routinely refused to 
acknowledge their subjects’ pain (Washington 2006). White physicians regarded 
Blacks as biologically, mentally, and morally inferior and viewed their poor 
outcomes as ordinary and expected (Byrd and Clayton 2000). According to James 
Jones, White physicians felt that “Blacks were solely responsible for the 
socioeconomic conditions in which they lived, [and] some even suggested that 
disease held the ultimate solution to the race problem” (Jones 1981, p. 24) 
The stresses leading to the Civil War encouraged efforts to reform the 
medical education system and the American health delivery system to ensure the 
nation’s potential as a world power (Byrd and Clayton 2000). In terms of medical 
school curriculum, standards declined as the number of medical schools grew. From 
the five university-based medical schools in 1810, the number of medical schools 
increased to 47 schools by the year 1860 (Byrd and Clayton 2000). While there were 
virtually no entrance requirements for incoming medical school students, drastic 
race, gender, and class restrictions existed with adverse effects on those afflicted. 
American medical professionals were White, male, and wealthy as applicants with 
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these characteristics composed the overwhelming majority of admitted students. 
Johns Hopkins, for example, did not allow African-Americans to attend its medical 
program from 1893 to 1963 (Ludmerer 1993).  
In 1847, the establishment of the American Medical Association (AMA) 
marked a major development for the professionalization of the American medical 
profession (Byrd and Clayton 2000). However, its mission was to address 
educational, licensing, and standardization issues; it had little to do with quality of 
care and the nation’s race, class, and gender issues. Instead, the AMA was founded 
to increase the power of the medical profession and the prestige of its members. As 
a result, little was accomplished for the public good, and the effects of elitism, 
racism, and sexism that have long characterized the profession would continue 
almost two centuries later (Byrd and Clayton 2000).  
 While the American Medical Association increased the status of its members, 
Black physicians who were excluded from membership faced many obstacles. Black 
physicians often had to leave the South to obtain medical educations, and even 
when they received an M.D. degree, racist policies prevented them applying to 
internships and residency programs (Byrd and Clayton 2000). For example, 
Harvard Medical School accepted three African-Americans in 1850; however, due to 
pressures from White students, they rescinded their invitations.  They did not 
graduate their first Black physician until 1869 (Byrd and Clayton 2000). 
In 1850, when the United States government first recorded life expectancy 
and infant mortality rates, Black-White differences were striking. Whites lived 16.5 
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years longer than Blacks, and infant mortality was 57% greater for Blacks than for 
Whites even though Black birthrates were 35% higher (Linder and Grove 1943). In 
Douglas C. Ewbank’s 1980 study in The Milbank Quarterly, he examined mortality 
trends of American Blacks between 1800 and 1940 and stated that “throughout the 
period studied, Blacks had substantially higher mortality rates than Whites in the 
same area…. we did not find a single area or time when Black mortality rates were 
close to those of Whites” (Ewbank 1987, p. 125).  
 
The 1865 Freedmen’s Bureau 
 One of the most significant early policies concerning Black health was the 
Freedmen’s Bureau Bill. As previously discussed, Southern slave-owners had 
controlled their slaves’ access to professional medical treatment. Through the 
Emancipation Proclamation, approximately one-fifth of Confederate Blacks – then 
750,0000 Blacks – came within federal lines (Foster 1982). They became known as 
Freedmen and were moving into urban settings in great numbers, where 
accommodations and resources were scarce even for Whites (Savitt 1982). During 
this period, state and local governments were “unwilling to expend their meager 
resources on ‘renegade’ Negroes” (Savitt 1982, p. 102). For example, southern states 
enacted “black codes” that attempted to regulate the lives of former slaves. Blacks 
could not raise their own crops, testify against Whites, and were forced to sign 
yearly labor contracts (Byrd and Clayton 2000).  
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Black freedmen who entered the Union army suffered substantially higher 
mortality rates than White soldiers: 148 per 1,000 (Blacks) compared to 88 per 
1,000 (Whites). Disease instead of hostile combat accounted for the vast majority of 
these deaths (Fox 1893).  According to “The Limitations of Federal Health Care for 
Freedmen, 1862-1868,” Gaines M. Foster attributed to the differences in morbidity 
to racist pro-White attitudes. Black freedmen almost all exclusively served in 
disease-prone conditions and performed fatigue duty while White soldiers filled 
officer positions and served in combat (Foster 1982). As such, health statistics that 
result from fatigue duty and unhealthy conditions can be isolated, allowing for a 
more meaningful comparison of the quality of care.  Data comparing White and 
Black mortality and morbidity in two military regions is presented in Figure 2.  
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Figure 2 
Source: Barnes 1870 and Barnes 1888  
 
Regional rates presented in Figure 2 indicate that Black soldiers’ morbidity 
rates were slightly more than that of Whites. In the Atlantic Region, Black soldiers 
were just 1.109 times more likely than Whites to be sick; in the Central Region, 
Black morbidity was 1.148 times higher. Despite similar morbidity rates, sick Black 
soldiers were five times more likely to die than White soldiers. This dramatic 
difference in mortality rates suggests Black soldiers likely received poorer 
treatment than did Whites.  
Although increased death rates among Black soldiers were due to a host of 
factors, racism among White physicians was certainly one factor. For a while, the 
army refused to accept and employ Black physicians to treat patients. When they 
did, graduates from six of the eight medical schools that they accepted were 
assigned to hospitals in the North rather than in the South (Foster 1982). White 
physicians were ostensibly the only group that was allowed to treat at the 
regimental level.  However, many White surgeons refused to practice in places 
where Black soldiers predominated. (Foster 1982). General Lorenzo Thomas, who 
supervised Black recruitment, complained to the Secretary of War that even 
assistant surgeons were rare for Black regiments. As a result, in areas where 
shortages of medical personnel were readily apparent, untrained men with few 
medical qualifications served as primary caretakers.  
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On March 3, 1865, Congress created the Freedmen’s Bureau Bill that aided 
former slaves including with food and medical care, legal protection, jobs, and 
education (Dawes 2016). The legislation also created and funded the Medical 
Division that established more than ninety hospitals and health facilities across the 
South. The Freedmen’s Bureau Bill marked the first time the government had 
acknowledged Black health as a national governmental concern. Before the Civil 
War, only slave-owners played a role in deciding whether to provide or deny health 
care for their chattel (Byrd and Clayton 2000).  
However, this new commitment was not permanent as facilities lacked proper 
funding and supplies and struggled to recruit health professionals to care for the 
Black population (Byrd and Clayton 2000).  In some of these hospitals, unsanitary 
conditions made patients sicker and resulted in illnesses and deaths. Without 
proper funds to combat these issues, initiatives to provide quality health were far 
from successful (Byrd and Clayton 2000). By 1872, the Freedmen’s Bureau 
discontinued virtually all government-sponsored health programs. As the Southern 
economy plummeted, there continued to be a lack of resources available for these 
programs. . In 1876, for example, Nashville closed its public hospital due to 
insufficient funds (Byrd and Clayton 2000).  
 
Creation of Black Medical Schools and the National Medical Association 
 In spite of its aftermath, the mission of the Freedmen’s Bureau Bill drove 
some abolitionists to strive to correct the worsening Black health crisis. Notably, 
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Oliver O. Howard and George Whipple Hubbard observed the realities of the Black 
health experience – deprivation of medical care and the refusal of the healthcare 
system to address and correct the problems – and resolved to train Black physicians 
and nurses (Byrd and Clayton 2000).  
As a result, they founded the Howard and Meharry medical schools which 
grew into a larger network of medical schools for Black freedmen. In 1868, Howard 
Medical School in the District of Columbia was the first American medical school 
with an open admissions policy, graduating a White man in its entering class of 
eight students. Meharry Medical College became the nation’s first successful school 
specifically designed to train African-Americans physicians in 1876 (Byrd and 
Clayton 2000).  
 Many restrictions, however, limited Black medical school graduates from 
practicing medicine much in the same way that they did for graduates of 
traditionally White medical schools. With no training from residencies or 
internships, Black physicians were unable to complete medical licensing exams; as 
a result, they were excluded from competitive positions and academic medicine 
(Byrd and Clayton 2000). Additionally, the American Medical Association banned 
Black physicians from joining (Byrd and Clayton 2000). Since many communities 
required membership in medical societies, African-Americans were barred from 
gaining hospital privileges (Byrd and Clayton 2000).  
Blacks, in response to their ostracized position in the healthcare system, 
developed separate programs and organizations to increase their representation.  A 
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group of Black and White physicians founded the Medico Chirurgical Society of the 
District of Colombia in 1884, and it became the nation’s first Black medical society 
(Byrd and Clayton 2000). Two years later, in 1886, a group of Black health 
professionals formed the Lone Star State Medical, Dental, and Pharmaceutical 
Society. After a few more state organizations for Black health professionals formed, 
the National Medical Association was created in 1895 as an almost exclusively 
Black health professions organization (Byrd and Clayton 2000). As a result of their 
efforts, these developments offered a positive progressive alternative to the racist 
and negative policies offered by the mainstream White medical establishment.  
 
Flexner Report or “Bulletin Number Four”  
 In 1908, a few decades after the founding of Black medical schools, the 
Carnegie Foundation financed a study aimed at reforming the American medical 
education. The study’s primary investigator, Abraham Flexner, ultimately crafted 
The Flexner Report of 1910, which “has been called the single most important 
document in the history of American health care” (Stoline and Weiner 1988, p.17).  
Using Johns Hopkins Medical School as his primary model, Flexner visited 
and evaluated all 155 medical schools in the United States and Canada in order to 
create the ideal profile for American medical education. After Flexner published his 
results in JAMA, medical education changed in favor of more expensive, more 
science-based medical training. As a result, between 1904 and 1915, ninety-two 
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medical schools merged or closed due to “higher state board requirements, financial 
difficulties, or the adverse publicity of the Flexner Report” (Stevens 1971, p. 68).  
 Despite the lengthy critique of the nation’s medical education, the Flexner 
Report devoted less than two pages to “The Medical Education of the Negro.” While 
the several-hundred-page document led to the closing of over one half of the nation’s 
150 medical schools (Johnston 1984), African-Americans were left with only two 
medical schools to service approximately ten million African-Americans (Johnston 
1984, Byrd and Clayton 2000). While Flexner pushed for the survival of Meharry 
and Howard medical schools, his justifications for doing so was that they would 
provide “a substantial education in which hygiene rather than surgery…is strongly 
accentuated” (Hunt 1993, p. 153). What Flexner had created, in reality, was a 
second-class medical education. He believed that “a well-taught [N]egro sanitarian 
will be immensely useful” while Black physicians with an M.D. would be 
“essentially untrained” and “dangerous” (Hunt 1993, p. 154).  
 Additionally, while the Flexner Report accomplished many objectives to 
advance medical training – one, of which, was initiating the relationship between 
medical schools and public hospitals – African-American physicians were excluded 
from these training institutions and programs (Byrd and Clayton 2000). As a result, 
the Flexner Report gave even less opportunities for African-Americans to learn and 
practice advanced medicine. 
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Black Health in the Early Twentieth Century  
 From after the Civil War to the turn of the twentieth century, the racially 
segregated medical profession regarded African-Americans as undeserving of 
professional or governmental help. By 1900, Social Darwinism became the new 
means of justifying American racism, and its leading supporters were White 
medical and anthropological professions. Comparing mortality and morbidity rates 
during and after slavery, their studies associated African-Americans with diseases 
such as syphilis, mental retardation, and tuberculosis (Byrd and Clayton 2000). 
Many believed that the Black population would eventually be extinct and therefore, 
treating their health outcomes was an unworthy endeavor, as it would not change 
their evolutionary fate (Byrd and Clayton 2000).  
 The researchers and scientists themselves often recorded their apathetic 
attitudes towards Black health in medical journals and personal memoirs 
(Washington 2006). For example, Public Health physician Thomas Murrell declared, 
“the future of the Negro lies more in the research laboratory than in the 
schools…when diseased, he should be registered and forced to take treatment before 
he offers his diseased mind and body on the altar of academic and professional 
education” (Murrell 1909, p.171).  
Interestingly, the advent of the twentieth century demonstrated a near 
reversal of the basic tenets of American scientific racism. Scientific literature that 
had once justified slavery on the basis that Blacks were ideal candidates to survive 
and thrive in harsh climates now question the Black survival in the new century. 
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Burgeoning Black diseases became subject to many studies.  Such studies published 
in medical journals contained unsubstantiated generalizations and concluded moral 
judgments from observed physical characteristics (Byrd and Clayton 2000).  As 
James Jones observed in “Bad Blood: The Tuskegee Syphilis Experiment”:  
“Few physicians managed to discuss the problem without 
revealing an inordinate fascination with black sexuality. 
Their writings both mirrored and augmented the public’s 
stock of sexual stereotypes. They perpetuated the ancient 
myth that blacks matured physically at early ages and 
were more sexually active throughout their lives than 
whites. Blacks, they explained, had originated in a warm, 
tropical climate and were therefore closer on the 
evolutionary scale to man’s bestial ancestors. Physicians 
pointed also to alleged anatomical and neurological 
differences. The formidable penis of the black man with 
its long prepuce offered greater opportunity for venereal 
infection. Moreover, personal restraints on self-indulgence 
did not exist, physicians insisted, because the smaller 
brain of the Negro had failed to develop a center or 
inhibiting sexual behavior” (Jones 1981, p.23).   
 
 
Tuskegee Syphilis Study  
 In 1898, Booker T. Washington, founder of Tuskegee Institute, met with a 
wealthy philanthropist Julius Rosenwald who had a history of initiating self-
sustaining Black economic programs. Rosenwald recognized Tuskegee as a potential 
center of Black industry and realized that providing medical care for its future 
workforce would help the poor outcomes of Blacks health in Macon County, 
Alabama. As a result, Washington and Rosenwald initiated efforts to provide care 
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for Blacks in Macon County, and these efforts were brought to fruition in the  late 
1920s (Washington 2006).  
 In 1932, 82% of Macon residents were Black, and half of its Black residents 
lived well under the poverty line; their median income was one dollar a day 
(Washington 2006). Their White landowners kept them economically suppressed by 
charging them high prices for food, seed, and basic necessities. They also kept 
Blacks under serfdom by demanding their compliance with arrests and punishment. 
At time, schools were racially segregated – Black schools were poorly resourced and 
sparsely staffed. Few Black families were able to spare children from working on 
the plantation fields long enough for them to learn to read and write (Washington 
2006). Medical care for Blacks continued to be poor, as fifteen of the sixteen 
physicians in the county were White (Washington 2006). 
 As a result, sharecroppers of Macon County experienced poor nutrition, lack 
of decent housing accommodations, and rampant infectious disease from malaria to 
tuberculosis to syphilis (Washington 2006). In 1929, a syphilis study on Black 
Alabama residents concluded that 36 percent in Macon County had syphilis and 99 
percent of Blacks in the area had never been treated for the disease (Jones 1981). 
 Syphilis was indeed a very serious threat to Black health. Caused by a 
bacterial organism, syphilis can be sexually and congenitally transmitted – the 
latter from an infected mother. When sexually transmitted, syphilis appears on the 
genitals as a hard painless sore, followed by flulike symptoms. Left untreated, 
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syphilis manifests into skin growths, bone decay, and cardiovascular problems; the 
disease later causes neurological damage including blindness and paralysis and 
ultimately, death (Washington 2006).  
Due to the influence of scientific myths, the medical profession viewed 
syphilis to be a racialized disease (Byrd and Clayton 2000, Washington 2006). 
Physicians viewed syphilis as separate mental disease until the 1940s, when it was 
formally recognized as an infectious disease that could be cured by antibiotics.  
Rosenwald responded to syphilis mortality rates by earmarking money for syphilis 
treatment programs; however, when the stock market crashed in 1929, his wealth 
depleted and he could no longer support Macon County’s economic and medical 
programs (Washington 2006) 
 In 1932, The U.S. Public Health Service stepped in and began its Study in 
the Untreated Negro Male (“Tuskegee Syphilis Study”), which promised six 
hundred sick, desperately poor sharecroppers free medical care in Macon County, 
Alabama. However, they did not share Rosenwald’s intentions for Blacks to become 
self-sufficient. Instead, the PHS physicians portrayed Black Alabamans as inferior, 
promiscuous, and morally degenerate, with one of its physicians commenting, 
“morality among these people is almost a joke and only assumed as a matter of 
convenience” (Murrell 1910, pp. 847).  
White physicians believed that Blacks should be blamed for their syphilis as 
a result of their sexual irresponsibility. Southern physician Dr. Daniel Quillen, for 
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example, remarked, “virtue in the negro race is like angels’ visits – few and far 
between. In a practice of sixteen years in the South I have never examined a virgin 
over fourteen years of age” (Jones 1981, p.25).  Dr. Frank Lydson theorized that 
Black men were more likely to spread venereal diseases and claimed that “their 
sexual impetuosity may account for more abrasions of the integument of the sexual 
organs and therefore more frequent infections than are found in the White race” 
(Jones 1981, p.25).  
Macon County’s high prevalence of syphilis in Black patients as well as the 
attitudes of the PHS physicians lead primary investigators to view the study as an 
opportunity for medical experimentation rather than for treatment of syphilis. As a 
result, chief of the PHS Venereal Disease Division Dr. Taliaferro Clark suggested 
the PHS should save medical expenses by observing the course of the disease in 
Blacks and publishing its findings (Jones 1981). When sending out invitations to 
recruit subjects, the wording clearly indicated that participants were recruited for 
treatment:  
Some time ago you were given a thorough examination 
and since that time we hope that you have gotten a great 
deal of treatment for bad blood. You will now be given 
your last chance to get a second examination. This 
examination is a very special one and after it is finished 
you will be given a special treatment if its [sic] believed 
that you are in a condition to stand it. REMEMBER THIS 
IS YOUR LAST CHANCE FOR SPECIAL FREE 
TREATMENT. BE SURE TO MEET THE NURSE (Jones 
1981, p.127).   
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 When penicillin proved to an effective and safe cure for syphilis in 1943, PHS 
physicians dismissed treatment in favor of continuing the study results. In 1952, 
Dr. Vonderlehr wrote to a colleague that he hoped “the availability of antibiotics 
had not interfered too much with this project” (Washington 2006, p.166). When 
untreated men began to die, PHS performed autopsies and regularly published the 
results in medical journals that were shared at the 1936 American Medical 
Association where many White physicians were informed of the study’s details. 
Importantly, African-Americans physicians were absent in this meeting, as they 
were barred from AMA membership.  
 The 1936 AMA report revealed that 84 percent of the infected subjects 
showed signs of illness. A decade later, the mortality rate of infected men was twice 
that of the control subjects. Dr. Wenger, one of the PHS physicians involved in the 
project, admitted in 1950 “we now know, where we could only surmise before, that 
we have contributed to their ailments and shortened their lives” (Washington 2006, 
p.157). By 1955, nearly one-third of the autopsied men died of syphilis, and its 
survivors were suffering its deadliest complications. In 1958, the PHS gave each 
infected twenty-five dollars – a dollar for each year of the study – and a certificate of 
appreciation. By 1969, physician examinations and autopsies revealed that as many 
as one hundred of the men had died from syphilis. It was not until 1972 when the 
Tuskegee Syphilis Study finally concluded following a health worker’s leaked 
details to the press. Subsequent public outrage lead to the National Research Act of 
1974, which mandates institutional review and board approval for all federally 
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funded projects that includes human subjects so that future research participants 
would not be harmed (Gamble 1993).  
 
Persistent Old Problems: Continuing Instances of Medical Abuse and Exploitation 
on Black Prisoners  
 The aftermath of the Tuskegee Syphilis Study lead the federal government to 
tighten regulations to protect humans subjected to human experimentation. 
However, increased protections did not erase the fears that African-Americans had 
for future abuse for research purposes. In fact, the Tuskegee Syphilis study did not 
end the harmful relationship between African-Americans and medical research. 
There have there been more cases following Tuskegee where White physicians have 
mistreated Blacks for medical research (Horblum 1998, Washington 2006). The 
consequences are far reaching, resulting in numerous deaths of unwilling Black 
participants but also a legacy of fear and distrust within the Black community that 
contributes to an avoidance in clinical trials and treatment that are crucial for the 
diseases and conditions that disproportionately affect them (Washington 2006). 
One example of the legacy of fear and distrust within the Black community 
involves the AIDS epidemic (Gamble 1993).  Essence, a Black woman’s magazine, 
published, “Is it Genocide” in 1990. In this article, the author noted: “As an 
increasing number of African-Americans continue to sicken and die and as no cure 
for AIDS has been found some of us are beginning to think the unthinkable. Could 
AIDS be a virus that was manufactured to erase large numbers of us? Are they 
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trying to kill us with this disease?” (Bates 1990, p.76). That is to say: some members 
of the African-American community regarded AIDS to be part of a deliberate 
attempt to exterminate African-Americans (Gamble 1993). In 1990, the Southern 
Christian Leadership Conference conducted a survey that found that 35% of 1,057 
Black participants believed AIDS was a form of genocide (Thomas and Quinn 1991).  
 James Small, a Black studies instructor at the City College of New York, 
shared similar sentiments of distrust in the Essence article: “Our whole relationship 
to [Whites] has been of [their] practicing genocidal conspiratorial behavior on us, 
from the whole slave encounter up to the Tuskegee Study…People make it sound 
nice, by saying the Tuskegee ‘study’, but do you know how many thousands and 
thousands of our people died because of that” (Bates 1990, p.76).  
 Dismissing these ideas as unreasonable would be a mistake –there have been 
multiple instances of medical abuse and experimentation on Black bodies following 
the Tuskegee study.  These ideas are in fact are well founded especially in light of 
sadistic practices involving Black prisoners that continued well after Tuskegee. 
These particular subjects are an especially vulnerable group to be maliciously 
abused due to the color of their skin as well as the loss of their most important of 
civil rights. Recognizing this, the Ethical Committee of the World Medical 
Association declared in their 1961 code of ethics on human experimentation: 
“Persons detained in prisons, penitentiaries, or reformatories – being ‘captive 
groups’ – should not be used as subjects of human experiments” (Washington 2006, 
p. 259). In January 1963, a columnist commented in the British Medical Journal: 
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“I’m disturbed that the World Medical Association is now hedging on its clause 
about using criminals as experimental material. The AMA influence has been at 
work on its suspension. At the tenth meeting, American scientists joked about it. 
One of the nicest American scientists I know was heard to say ‘Criminals in our 
prisons are fine experimental material – and much cheaper than chimpanzees” 
(Mitford 1973, p.12).  
A notable example in which physicians had abused the rights of prisoners as 
experimental subjects involves Dr. Albert M. Kligman, a White dermatologist, and 
prisoners at the Philadelphia’s Holmesburg Prison complex. In his book 
documenting Kligman’s injustices, Allen Horblum revealed that although the 
Holmesburg Prison contained both Black and White inmates, “most of this research 
was practiced upon African-Americans men…It was not uncommon for them to be 
used for the worst, most dangerous experiments” (Horblum 1998, p. xi).  
In a 1996 newspaper interview, Kligman described his initial visit to 
Holmesburg Prison in 1951 to treat an outbreak of athlete’s foot: “All I saw before 
me were acres of skin. It was like a farmer seeing a fertile field for the first time” 
(Horblum 1998, p. 37). The hundreds of potential subjects represented “an 
anthropoid colony, mainly healthy under perfect control conditions” – in other 
words, they represented an opportunity for uninterrupted and unrestricted medical 
research (Horblum 1998, p. 37).  
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Between the 1950s and 1970s, Kligman administered cosmetics, powders, 
and shampoos to approximately seventy-five percent of Homesburg’s inmate 
population that ultimately resulted in baldness, extensive scarring, and permanent 
skin and nail injury. Fingernails were removed or deformed and the subjects’ backs 
were covered in flayed, discolored, and scarred skin. For example, a 1958 study 
injected wart virus, vaccinia, and different types of herpes to “healthy colored male 
volunteers, 20 to 45 years of age” (Horblum 1998, p.40). All recipients developed at 
least one lesion, some with two at different locations. Following testimonies from 
former Holmesburg inmates at a 1973 congressional hearing, the prison’s board of 
trustees terminated Kligman’s involvement the next year (Washington 2006).  
 
1946 Hill-Burton Program and the Litigations that Followed  
 After World War II, the social devastation in Europe lead to an international 
acceptance for medicine to be made available to all citizens. The late 1950s and 
early 1960s marked a time of international liberation movements. By the mid-
1960s, “the Assembly of the United Nations had 56 African and Asian member 
states, 50.4 percent of the total membership, as compared to only 11, or 21.5 percent 
in 1945, when the organization was founded” (Byrd and Clayton, p.270). In 
America, from 1945 to 1965, the Black Civil Rights Movement laid the foundations 
for the most dramatic advancement in Black health since the Civil War (Byrd and 
Clayton 2000). As movements towards independence and self-determination by 
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disadvantaged groups around the world, Black physicians were at the forefront as 
the Black Civil Rights Movement gained momentum. 
 One example of racial segregation and discrimination within the health 
system is the aftermath of the Hospital Survey and Construction Act, commonly 
referred to as the Hill-Burton program. Shortly after the end of World War II, 
Congress approved $75 million per year for 5 years for grants to states for hospital 
construction, plus $3 million per year for state assessments of hospital facilities. 
State agencies were also given an initial grant to evaluate the distribution of these 
construction funds on the basis of the hospitals’ population and existing resources 
(Reynolds 2004).  
During congressional debates before the Hill-Burton Act was even proposed, 
the National Advancement of Colored People (NAACP) Chairman Dr. Louis T. 
Wright as well as other Northern Senators called for these federal funds to be used 
without discrimination and for no funds to be given to hospitals that practiced 
segregation (Reynolds 2004). As a result, a compromise allowed for “equitable 
distribution of hospital beds for each population group” (Hoge 1948, p.102).  As a 
result of this “separate but equal” provision, the act removed the federal 
government from decision-making responsibility relative to funding. Race-and class-
based decisions worsened disadvantaged groups’ access to medical care.  
In his 1956 survey, Dr. Paul Cornely, chair of the Department of 
Preventative Medicine and Community Health at Howard University, found that 
hospital integration in the North was common, with 83% of hospitals providing 
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some degree of integrated services. Contrastingly, only 6% of Southern hospitals 
offered Black patients services without restrictions, 31% denied Blacks any services 
even in emergency situations, and 16% had modified patterns of segregation 
(Cornely 1957). From 1946 to 1963, only 1% of Hill-Burton construction projects 
were either “all-White” or “all-Black” hospitals. However, most still denied Black 
physicians admitting privileges and segregated Black and White patients into 
separate rooms (Reynolds 2004). Additionally, Paul Cornely’s 1951 JNMA study 
documented that Black physicians disproportionately treated Blacks and low-
income populations at significantly lower wages and saw more patients than their 
White colleagues (Cornely 1951).  
Additionally, the National Medical Association provided financial support to 
the NAACP. However, Black physicians such as Dr. Albert C. Perry, Jr. from North 
Carolina were victimized for joining NAACP and civil rights activities. In 1957, Dr. 
Perry was forced to serve prison time on false abortion charges and was also 
attacked by the Ku Klux Klan. Three years later, his medical license was revoked in 
1960 (Byrd and Clayton 2000).  
 However, Black physicians such as Daniel Webster Davis and George R. 
Watts began legal challenges to de jure segregation and discrimination in hospitals 
at both patient and staff levels. Notably, Dr. Hubert Arthur Eaton initiated a series 
of lawsuits in 1956 against a publicly funded hospital that discriminated against 
Black patients and refused Black physicians staffing privileges. In 1965, following a 
series of defeated curt actions, a federal appeals court upheld Eaton’s lawsuit in 
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1964, establishing a legal precedent for the elimination of discrimination in publicly 
funded hospitals (Byrd and Clayton 2000).  
 In 1964, Simkins v. Moses H. Cone Memorial Hospital challenged the Hill-
Burton Act, directly confronting government-sanctioned and government-funded 
health care segregation and discrimination (Byrd and Clayton 2000).  In this case, 
11 African-Americans health care practitioners filed a suit against two Greensboro, 
North Carolina hospitals that had benefited from the Hill-Burton funds. This 
challenge highlighted how hospitals had abused the “separate-but equal” provision 
of the racial discrimination as almost two decades after the government 
appropriated funds for the Hill-Burton program, 104 segregated hospitals and 
health facilities had been built: 84 for “Whites only” and 20 for Blacks. After the 
expenditure of over $2 billion in federal funds, the 1963 Report of the United States 
Commission on Civil Rights found that:  
the evidence clearly shows that Negroes do not share 
equally with white citizens in the use of such facilities. As 
patients and medical professionals, they are 
discriminated against in their access to publicly 
supported health facilities. Commission investigation also 
shows that the federal government, by statute and 
administration, supports racial discrimination in the 
provision of health facilities (Byrd and Clayton 2000,p. 
267). 
 
 With the help of the Legal Defense and Education Fund of the NAACP and 
support from the National Medical Association, the U.S. Court of Appeals in 
Richmond, Virginia, found “racial discrimination for both patient and staff was 
illegal in federally aided hospitals and held the ‘separate-but-equal’ provision of the 
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Hill-Burton Act unconstitutional” on November 1, 1963 (Byrd and Clayton 2000, p. 
267).  Following Simkins, civil rights plaintiffs debated and won antidiscrimination 
litigation in Virginia, Mississippi, and other states, further desegregating hospitals 
across the nation (Byrd and Clayton 2000, Matthew 2015).  
On March 2, 1964, the U.S. Supreme Court declined to review the case, and 
the appeals court decision stood. When Congress debated a bill that became Title VI 
of the Civil Rights Act of 1964, many cited the Simkins decision (Matthew 2015).  
Title VI provides that “No person in the United States shall, on the grounds of race, 
color or national origin, by excluded from participation in, be denied the benefits of, 
or be subjected to discrimination under any program or activity receiving Federal 
financial assistance” (U.S. Government Printing Office 1984, p.70).  As a result, for 
the first time since the Civil War era, the federal courts and Congress made real 
progress towards making racial segregation and discrimination illegal in regards to 
healthcare and beyond (Byrd and Clayton 2002).   
 
Black Health After 1965: One Step Forward, Two Steps Back  
During the 1950s and 1960s, the American Medical Association could no 
longer keep White physicians and other health providers in line with its racist and 
discriminatory policies (Byrd and Clayton 2000)  Despite AMA’s hard resistance, 
medical societies, medical schools, hospitals, and specialty societies began efforts to 
integrate Black and White physicians nationwide (Byrd and Clayton 2000).  The 
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Black Civil Rights Movement, the Civil Rights Acts of 1960 and 1964, President 
Lyndon B. Johnson’s Great Society and War on Poverty programs, the passage of 
Medicare and Medicaid represented the initial national efforts to increase health 
care opportunities for Blacks and other disadvantaged groups.  These government-
backed initiatives and court orders finally enabled the African-Americans 
population to have greater access to mainstream healthcare than in any previous 
decade (Byrd and Clayton 2000).  
The Kennedy and Johnson administrations specifically focused on 
maintaining America’s economic stature and expanding the government’s 
involvement in social welfare. Longstanding problems that have affected Blacks and 
other disadvantaged groups – unequal race-and class-based poverty, discrimination 
in employment and education, and race-and class-based health disparities – were at 
the forefront of the government agenda. President Johnson’s corrective programs 
named the Great Society allowed the government to initiate publicly financed 
health programs like Medicare and Medicaid and also establish the Office of 
Economic Opportunity (OEO) and Community Action Agencies (CAA). Johnson 
created the Department of Housing and Urban Development and appointed the first 
African-Americans cabinet officer Robert Weaver in 1966 (Byrd and Clayton 2000).  
However, the Vietnam War destabilized the Johnson administration and 
curtailed the progress that was achieved through the Great Society program. The 
health programs that were established under the Johnson administration went 
bankrupt as its costs were diverted towards financing the war (Byrd and Clayton 
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2000). American military intervention in Vietnam had cost the nation over $100 
billion annually, forcing the government to increase taxes and escalate inflation 
from 2 percent in the early 1960s to 6 percent by the end of 1969  (Byrd and Clayton 
2000). Funding for Great Society programs decreased by $6 billion. As Dr. Martin 
Luther King, Jr., summarized: “The promises of the Great Society have been shot 
down on the battlefields of Vietnam – making the poor…White and Negro…bear the 
heaviest burden both at the front and at home” (Byrd and Clayton 2000, p. 293). 
While the first half of the twentieth century in the United States had marked 
a time where racism in health care was legal, the Civil Rights Era represented a 
symbiotic relationship between law and the state of Black health (Matthew 2015). 
Title VI of the Civil Rights Era became a tool during this period to dismantle 
segregation with regards to heath care. As late as 1995, in Linton v. Commissioner, 
the Tennessee court found a specific policy guilty for violating Title VI and the 
Medicaid Act as it disproportionately excluded Black and other minority patients 
from nursing-home care (Matthew 2015).  
However, courts began rejecting Title VI challenges to racial discrimination 
in health care after the end of the Civil Rights Era. For example, in Bryan v. Koch, 
a 1980 case challenging New York City’s decision to close Sydenham Hospital, the 
court held that the plaintiff failed to show that the city had discriminatory intent to 
harm the predominately African-Americans and Hispanic patients that the hospital 
had served. Today, the statue’s language stands unchanged. In the Patient 
Protection and Affordable Care of 2010, Congress reiterated its intent to use Title 
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Vi. However, according to Dayna Matthew, “Title VI will mean absolutely nothing 
without meaningful reform to Title VI. Today, nearly 50 years after Title VI became 
law, the judicial interpretations of the law make it nearly irrelevant to modern day 
discrimination generally, and particularly ineffective at combating the deadly race 
and ethnic disparities in health care (Matthew 2015, p.202).  
   By 1980, the rightward turn in American ideology, politics, and public policy 
that took place between 1980 and 1993 greatly accelerated the failed expectations 
for justice and equity within the health care system (Byrd and Clayton 2000) 
Between 1980 and the mid-1990s, the public became increasingly aware that the 
country was in the midst of a national health crisis in terms of cost, financing, and 
access.  By 1994, health system expenditures exceeded $1 trillion and 50 million 
Americans were uninsured (Friedman 1991) 
The 1992 presidential election, however, represented a surprising catalyst for 
much needed changes in terms of healthcare. Indeed, the health policies of the 
previous 12 years of the Reagan and Bush administrations “led to such an 
enormous demand for change that health care reform became the second most 
important issue (after jobs) in the 1992 election” (Byrd and Clayton 2000, p.573).   
In response to this crisis, President William J. Clinton launched a campaign 
for the most comprehensive health system reform ever attempted in the United 
States. However, his attempt at reform not only failed but also became a political 
disaster. After his unsuccessful campaign, the mainstream health crisis worsened 
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and more Americans became uninsured (Byrd and Clayton 2000). Although the 
Clinton administration had tried to take a step towards dampening health inequity, 
the United States entered the 21st century as a notable exception among high-
income nations as the only one without universal health coverage (Gaffney and 
McCormick 2017).  
Finally, during the first African-American presidential administration, 
President Obama signed the milestone Affordable Care Act that marked the 
beginnings of expanded healthcare access.  Prior to the ACA, one in six Americans 
was uninsured in 2010 (Cohen et al. 2015).   The reform expanded insurance 
coverage in two ways: (1) broadening eligibility for Medicaid, which allowed citizens 
with incomes up to 135% of the federal poverty level to be covered by Medicaid and 
(2) mandating uninsured citizens to purchase private insurance and offering 
subsidies to those eligible to offset the costs of insurance premiums.  
Despite the ACA’s Medicaid expansion that specifically targeted poor and 
near-poor communities (many of which were Black), the Supreme Court’s 2012 
decision that allowed states to opt out of the Medicaid expansion has diminished its 
effect (Gaffney and McCormick 2017). Estimates suggest that state opt-outs will 
lead to thousands of unnecessary deaths annually, which further compounds 
existing racial health inequalities (Dickman et al. 2015).  
For states that have implemented the Medicaid expansion, physicians 
consign Medicaid-insured patients to a second-class status (Gaffney and McCormick 
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2017). Additionally, many physicians will not accept Medicaid, and even when they 
do, might not offer Medicaid patients equal treatment (Gaffney and McCormick 
2017). Thus, although Medicaid offers crucial health coverage to Black patients, it 
often provides them an inferior and separate tier of access to providers (Decker 
2012).  Though the Affordable Care Act has given access to many once uninsured 
citizens, serious deficiencies have persisted.  Many citizens remain uninsured. Race 
and class continue to be a crucial factor in determining health and access to medical 
care (Gaffney and McCormick 2017). 
As seen in this chapter, the African-Americans health experience has been a 
cautionary tale. While steps have been taken in recent years to afford African-
Americanss and other disadvantaged sectors of the U.S. population equitable 
health, much more needs to be done to enable Black Americans to match with 
mainstream White Americans. With scientific racism still afflicting the health 
sciences and research communities, there still remains an imbalanced 
representation of African-American citizens in the health profession fields.  
As seen time and time again, Blacks receive less of whatever is considered 
more desirable, and of whatever is considered less desirable, they receive more. 
Perhaps more threatening has been the virtually irrefutable documentation 
beginning in 1999 that racial bias still adversely affects White physician clinical 
decision-making – an allegation virtually all Black and some socially sensitive 
White physicians had been making for decades (Byrd and Clayton 2000).  What this 
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bias means, how it can be measured, and the adverse effects of this bias on Black 
health will be investigated in the next chapter.  
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Chapter IV: Empirical Analyses of Physicians’ Implicit Biases 
 
 In recent decades, a surge of new findings across the academic fields of 
cognitive psychology, neuroscience, and behavioral economics has given more 
insight into human behavior. Now, researchers know more about the inner 
workings of the human mind than ever-conceived possible – perhaps, sometimes, 
more than what was once comfortable. New technologies and research have allowed 
academics to learn that humans are subject to biases that shape cognitive reasoning 
in ways that cannot be detected (Greenwald 2009). Moral intuitions are also often 
shaped first by emotions and then rationalized afterward (Haidt 2001, Schanll et al. 
2008). In short, researchers have found that individuals are not as in control of their 
actions and behaviors as they have initially thought.  
These findings raise an important consideration in regards to healthcare. As 
the previous chapter revealed, America’s racial challenges are complex and continue 
to affect how society perceive and treat Black Americans. These effects are 
quantifiable and measurable as social disparities. As illustrated repeatedly, 
differences in social and racial status can sometimes lead to the Black patient’s 
death. The White physician may be morally culpable, but given the social norms of 
the time, the physician is legally guiltless.  
The empirical evidence documenting racial health disparities is abundant 
(Adler and Rehkopf 2008, Goodman 2016). With Black Americans reaching the 
pinnacle in government and leadership roles and instances of overt racism declining 
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for decades, some discussions of race in the United States have taken optimistic 
tones. However, systematic racial bias still persists. Understanding and 
conceptualizing these biases show how racially motivated thinking can lead to 
racial health disparities. Indeed, when biases are left unexamined, they can have 
adverse effects on medical decision-making, patient-doctor interactions, and patient 
compliance and behavior. These all ultimately stem from the nation’s complex racial 
environment that has historically perpetuated inferior Black health status.  
 
Conceptualizing Implicit Bias  
 In 2007, Brian Nosek and colleagues found that in a study population of 
700,000 participants, the most frequent answer to the question, “who do you prefer, 
Black people or White people” was “I have no preference” (Nosek 2007, p.49). 
Compared to a similar study conducted in the 1920s where participants strongly 
preferred “Whites” to “Negros”, the disparities between these findings highlight the 
apparent decline of explicit Black-White over the past century in the United States 
(Thurstone 1928).  
 Despite this apparent decline, it is clear that racial discrimination persists to 
this day in the United States. One part of the answer as to why this occurs is that 
what an individual says explicitly does not represent the entirety of how they feel or 
think. While certain stereotypes may not be consciously endorsed, past exposure to 
them can affect how information about an individual or group of people is processed 
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in the mind. This can lead to unintended biases in decision-making otherwise 
known as implicit bias.  
 Before the concept of implicit bias was developed, human behavior was 
traditionally thought of as the result of explicit beliefs and conscious intentions. A 
belief is explicit if it is consciously endorsed. An intention to act is conscious if the 
actor is cognizant of taking an action for a particular reason. Of course, one can 
deny that one is taking an action for a particular reason, so conscious intentions 
based on explicit beliefs are difficult to prove. However, even a cunning person may 
be capable of identifying his motivations behind his actions, even when he is 
unwilling to do so. In contrast, the science behind implicit bias suggests that actors 
do not always have conscious, intentional control over the processes of social 
perception, impression formation, and judgment that motivate their actions 
(Greenwald 2006).  
 In her book Just Medicine, Dayna Matthew interviews a cardiologist from the 
New England University Medical Center who summarizes how implicit biases work:  
 
Our brains tend to store patterns because I realize that every 
new thing I encounter is absolute disorder. And every key we 
have is something that helps us sort patterns. Race is one of 
those things, ethnicity is one of those things. When I see 
somebody is wearing a turban, things are being triggered. So 
then I say, “Okay you are this,” and that gives me a whole bunch 
of assumptions. In some respects it’s functional, in terms of our 
being able to make sense of the world. But also because when I 
talk to you I have to make sense or else I won’t know how to 
communicate. If you’re nicely dressed, if you’re wearing rags – it’s 
going to change what level of language I use, what I refer to, the 
way I choose my words. I’ll try to avoid saying something that’s 
  
 
83 
going to be offensive to you…So I can’t say I apologize for every 
generalization I make, or that people make, because you have to. 
The question is do you take it to a level of personal insight so you 
can check those things that are going to be destructive? (Matthew 
2015, p. 38)   
 
The cardiologist’s account of implicit bias vividly shows how natural human 
beings evaluate what we see about another person, including race. For African-
Americans, unfortunately, their race can trigger a host of negative assumptions 
spanning from their intelligence to their value systems. For example, a 1997 study 
found that 51% of White Americans believe that most Black Americans are prone to 
violence, 29% believe that most Blacks are unintelligent, and 56% believe that most 
Blacks prefer to have welfare (Schuman et al. 1997). As seen here, negative 
stereotypes negatively characterize African-Americans in ways that ascribe 
negative attributes to them.  
 Almost two decades later, a 2011 BEAGLE (Bound Encoding of the 
Aggregate Language Environment) study found that the word Black was most 
frequently paired with poor, violent, religious, lazy, cheerful, dangerous, charming, 
merry, ignorant, and musical when analyzing approximately 10 million words 
derived from popular literary sources (Verhaeghen, Aikman, & Van Gulick, 2011). 
This study documents that negative stereotypes of African-Americans are 
commonplace in American culture. Thus, the negative stereotypes of Blacks – 
specifically violent, lazy, dangerous, and unintelligent – in popular literary sources 
presumably reflects the extent of which Americans have seen or heard these 
adjectives paired with Black throughout their lifetime.  
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 Our implicit biases of someone’s race, gender, ethnicity, age, and other 
categories have been demonstrated to influence judgment of and behavior towards 
individuals from stereotyped groups (Lawrence 1987).  While most Americans will 
not say that they are racist, all people have implicit biases against certain groups 
(Greenwald 2006). In his article, The Id, The Ego and Equal Protection: Reckoning 
with Unconscious Racism, Charles Lawrence argues, “To the extent that [the 
American] cultural belief system has influenced us all, we are all racists. At the 
same time, most of us are unaware of our racism” (Lawrence 1987, p.322). As a 
result, the hidden nature of implicit biases is unsettling, as some people who engage 
in discrimination are doing so unknowingly without intentional and deliberate 
thought.  
  
Learning Implicit Biases 
 According to several studies, children acquire in-group preferences for 
looking at and interacting with more familiar looking faces in their first year of life. 
By age 3, they learn to express explicit in-group preferences (Barron 2015, Hailey 
and Olson 2013). However, in Barron’s 2015 study, these in-group preferences are 
not identical across groups: children from low-status groups (e.g. Black children) 
show weaker in-group preferences than those from high-status groups. Importantly, 
they may not show any out-group bias against groups with higher status than their 
own (e.g. White children) (Barron 2015).  
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This evidence demonstrates that childhood is a pivotal period of development 
during which children are highly sensitive to cultural and parental cues about social 
group differences and hierarchies and to their own place within those hierarches. 
While it is tempting to direct moral criticism at parents whose nonverbal behaviors 
and implicit biases encourage children to internalize these attitudes, it is quite 
likely that those parents themselves acquired such biases in their early childhood, 
as well.  
Thus, implicit biases seem to pass from one generation to another. 
Evaluating the persistence of these biases across hundreds of years, we find that it 
is not surprising that colonial versions of anti-Black racism still exist after scientific 
ideas for Black inferiority have recently been largely debunked by most within the 
academic community. However, it is important to note that there are some who 
continue to publish findings that are inherently racist and go against the views of 
mainstream academia (Risch et al. 2002, Wade 2014). The existence of their work 
confirms that racist views can paralyze the moral agency of particular individuals.  
 
The Implicit Association Test 
 By far the most well-known and commonly used assessment for measuring 
implicit bias is the Implicit Association Test (IAT). Pioneered by Greenwald, 
McGhee, and Schwartz in 1998 and further developed by Greenwald, Nosek, and 
Banaji in 2003, the IAT compares subjects’ accuracy and reaction times in 
performing a sorting task across different sets of trials (Greenwald 2006). The IAT 
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measures data implicitly by inferring group-associations in a manner that is not 
easily discernable by respondents.  
 
 
 
                           
Figure 3: IAT, from Green et al. (2007), “Implicit Bias Among Physicians and Its 
Prediction of Thrombolysis Decisions for Black and White Patients”  
 
 For example, in the sample IAT shown in Figure 3, trials (a) and (b) request 
participants to categorize together pictures of Black patients and negative words: 
the correct answer for the Black patient in (a) would be to sort it to the left, while 
the correct answer for the positive word in (b) would be to sort it to the right. If a 
person is quicker and more precise at associating pictures of Black patients with 
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negative words than with positive words, the IAT suggests that the person has a 
more negative attitude towards Blacks than Whites (Green et al. 2007). 
 Greenwald et al.’s 2009 meta-analysis evaluated 122 studies that 
incorporated measures of the correlation between IAT scores, the subject’s self-
reported attitudes regarding socially sensitive matters such as self-reported 
attitudes regarding racial or ethnic groups, and measured behaviors, in which the 
latter encompassed a variety of “behaviors” such as physiological and nonverbal 
responses, evaluative judgments, preferential choices, and physical actions 
(Greenwald 2009). 
 The authors noted a moderate correlation between IAT scores and behavioral 
measures, which was slighter than the correlation between the direct self-report 
and behavior measures. Importantly, they found that the predictive power of self-
report decreased significantly with respect to socially sensitive topics such as 
interracial relations. In these cases, IAT scores were able to predict behavior better 
than direct self-report (Greenwald 2009).  
 The IAT and other indicators for implicit measures do not only measure basic 
positive and negative associations; they also measure associations between social 
categories and stereotypic attributes. For example, Harvard’s Project Implicit, an 
ongoing data collection project with 14 different IATs, has found that participants 
exhibit implicit biases on the basis of sexual orientation, age, disability, skin tone, 
and religion. Significantly, Banaji and Greenwald’s 2013 study estimate that 
approximately 75% of Americans harbor anti-Black implicit bias (Greenwald 2013).  
  
 
88 
 
Physicians Have Implicit Bias, Too  
For members of the healing profession, the commitment to “first, do no harm” 
and similar egalitarian values should compel physicians to treat all patients alike. 
Physicians are often motivated to help others, and the rigor of their advanced 
education and perceived rationality that follows can easily be mistaken for 
objectivity. Furthermore, the heavily scientific background that is required for 
medical licensure espouses an environment in which the physician is trained to be 
impartial so that making life-or-death decisions is free from subjective human 
emotions.  
However, as members of American society who absorb folkloric beliefs, 
physicians are as affected by pro-White inclinations as any other American citizen. 
Given the complexities of our nation’s racial climate, colonial ideas of Black 
inferiority still persist throughout American life. Black Americans have historically 
been and will continue to be, at least in the foreseeable future, a heavily stigmatized 
racial group in the United States. As a result, implicit bias among physicians 
impacts clinical decision-making in ways that can perpetuate health care 
disparities. 
  As stated, implicit biases have greater influence over an individual’s actions 
than explicit biases. As a result, implicit bias can lead to unintentional 
discrimination in healthcare. The likelihood of unintentional discrimination is 
amplified when guidelines for making decisions are not clear or very well specified, 
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when the situation is particularly complex and stressful, and when physicians are 
so fatigued that they are unable to inhibit their biases due to reduced cognitive 
control (Sabin 2009, Dovidio 2012). 
Physicians perceive their Black patients as less compliant with medical 
advice, more likely to abuse drugs and alcohol, most hostile to nurses and 
physicians, and generally uncooperative compared to White patients (Banks 2006, 
Dovidio 2008). Evidence also indicates that automatic judgments and thoughts, 
rather than conscious and deliberate thoughts, dominate (1) under time constraints, 
(2) when the physician faced with other tasks, or (3) when the physician is tired 
(Burgess et al. 2004). As a result, in these situations physicians have often relied on 
racial stereotypes to make efficient decisions regarding their patients (Burgess et al. 
2004). 
Additionally, implicit biases can significantly affect a physician’s non-verbal 
behaviors, such as facial expressions and bedside manner. As implicit biases are 
linked to non-verbal behaviors, White physicians engage in “less speaking time, less 
smiling, fewer social comments, less speech fluency, and more speech errors” when 
interacting with Black patients when compared to White patients (Cooper 2012, 
p.983). Additionally, when Black patients experience less positive behaviors from 
their physicians than do Whites, they report greater mistrust in the healthcare 
system (Dovidio 2012). 
In turn, greater mistrust of the health care system and experiences of 
physician bias can adversely lead to poorer health outcomes due to factors 
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inhibiting Blacks from seeking care and include how often patients use health care 
systems, how confident they are in adhering to the treatment regimen, and how 
likely they are to use preventative services (Dovidio 2012  For example, Thrasher 
(2008) has shown a link between physician distrust and antiretroviral therapy 
adherence in HIV-infected patients, which is known to affect desired health care 
outcomes (Thrasher 2008). IHIV-infected patients who have less mistrust in the 
healthcare system are more likely to report better adherence to antiretroviral 
therapy. The results of this study indicate a link between discriminatory health 
care experiences and antiretroviral therapy adherence due to patients’ mistrust of 
their physicians (Thrasher 2008). It is important to mention here that physician 
bias is not the sole contributor to this mistrust. The historical legacy of 
mistreatment by the medical profession, notable medical experiments such as 
Tuskegee Syphilis Study, as well as perceived physician bias and discrimination 
contribute to physician distrust (Jacobs et. al 2006).  
 
Health Impact of Physician Implicit Bias on Cardiovascular Care  
In the first chapter of this thesis, there are numerous studies documenting 
health disparities between Blacks and Whites. Compelling research indicates that 
even for African-Americans able to gain access to health care services, disparities 
nonetheless persist. African-Americans are consistently undertreated, experiencing 
greater rates of morbidity and mortality than any other ethnic group (Kochanek et 
al. 2011, U.S. Department of Health and Human Services 2014).  
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Data regarding the management of heart disease for African-Americans are 
particularly striking. Cardiovascular disease is the single leading cause of death, 
claiming 800,937 total deaths compared to 584,881 total deaths from cancer in 2013 
(Mozaffarian et al. 2016). Cardiovascular health, life expectancy, and treatment, 
while improving considerably in all Americans over the past century, have not been 
distributed equitably among different population groups.  Despite overall 
improvements, CVD rates have declined much more slowly among Blacks than 
White (Mozaffarian et al. 2016). Indeed, Black Americans are most affected by the 
disproportionate burden of disease borne by all population groups, with the 
exception of Native Americans. While heart disease is the leading contributor to 
this differential mortality in both White and Black Americans, Blacks are 2 to 3 
times more likely to die from heart disease compared with Whites at any given age 
and are found to be more sensitive to salt than any other ethnic group, which 
influences the effects of some anti-hypertensive drugs used to treat cardiovascular 
disease (Mozaffarian et al. 2016). Additionally, Black men younger than age 60 are 
twice as likely as White men of similar age to be hospitalized because of CVD 
(Parmley 2001).  
Hypertension also disproportionately affects Blacks and is the single largest 
disease burden of cardiovascular disease in Black Americans (Jamerson 2009). The 
American Heart Association’s Heart Disease and Stroke Statistics 2010 Update 
concluded that “hypertension in blacks in the U.S. is among the highest in the 
world, and it is increasing” (Lloyd-Jones et. al 2010, p.48). In the past three 
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decades, hypertension increased from 35 to 41% among Blacks, highest among 
Black females: 44% compared to Black males 39% versus 28.5% for White males 
and 28% for White females.   
The morbidity attributable to hypertension – such as heart disease, stroke, 
peripheral vascular, and end-stage renal disease – is also highest among Black 
Americans (Jamerson 2009). Additionally, Blacks have the highest rate of 
important risk factors for cardiovascular disease, including type 2 diabetes and 
obesity (American Heart Association 2016).  Compared to White patients, Black 
patients have 1.3 greater rates of non-fatal stroke, 1.8 greater rate fatal stroke, 1.5 
greater rate of coronary heart disease, and 4.2 greater rate of end-stage kidney 
disease (Jamerson 2009).  
. However, physician awareness of racial disparities has been reportedly low 
(Capers 2014). In a 2005 study about racial disparities in cardiac care, only 33% of 
cardiologists believed that racial disparities exist in health care in general, with 
only 5% reporting awareness of such disparities in their own practice (Lurie 2005). 
Similarly, in a more recent study conducted by Greyson and colleagues in 2011, 35% 
of the internal and emergency medicine residents rotating through a coronary care 
unit believed that racial disparities existed on a national level (Greyson 2011).  
Given that nearly 200 publications between 1983 and 2003 documented racial 
and ethnic disparities in the treatment of myocardial infarction alone, the lack of 
awareness among fully trained cardiologists and trainees is troubling (Capers 
2014). Physicians are have not been prepared to realize that their strong belief of 
  
 
93 
personal objectivity is, perhaps, not so objective after all. While the rigors of medical 
training require a vast knowledge of scientific data and facts, in instances where 
circumstances are ambiguous, physicians have been found to rely on racial 
stereotypes to make efficient decisions under pressure (Tait 2009, Chapman 2013). 
Additionally, medical training emphasizes population risk factors and often expose 
trainees to minority patients in unfavorable circumstances of illness that reinforces 
racial stereotypes. As a result, physicians often make race-based differential 
diagnoses even if they may believe that their opinions are objective.  
In terms of prescribing cardiovascular treatment, physicians often exclude 
African-Americans from beneficial cardiovascular medications and procedures. 
Studies conducted in the early 1990s demonstrated that Blacks with heart disease 
were less likely to undergo certain diagnostic procedures (Becker 1993 and Whittle 
et al. 1993).  For example, in a 1993 study conducted by Becker et al., the incidence 
of age-adjusted out-of-hospital cardiac arrest among Chicago patients was 
substantially higher for Blacks than for Whites, and the survival rate after cardiac 
arrest is significantly lower among Blacks (Becker 1993). 
 Another 1993 study conducted by Whittle et al., researchers sampled 
428,300 men with heart disease in a Veterans Affairs hospital in the United States 
over a five-year period and analyzed the use of coronary angiography, angioplasty, 
and bypass-graft surgery. Since these hospitals did not bill patients for medical 
services, cost of treatment and services should not have been a factor in differential 
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diagnosis. However, White men were found to be significantly more likely than 
Black men to undergo major coronary procedures (Whitle 1993).  
Both studies seem to indicate physician bias in treatment for cardiovascular 
disease. The finding that Whites were referred more often for major coronary 
procedures suggests that, even when controlling for the cost of the procedures, race 
may have entered into physician decision-making. Although a major limitation to 
both of these studies is that they were not specifically designed to ascertain implicit 
bias, the findings suggest that implicit biases regarding the patient’s race quite 
likely affected differential diagnosis to favor Whites.  
More current studies reveal that the racial disparities in the provision of 
cardiac care persist even when controlling for multiple factors, including age, 
coronary disease severity, insurance status, and site of care. In a 2005 study, Sonel 
and colleagues analyzed data from 400 participating US hospitals and identified 
54,042 Black and White patients with high-risk non-ST segment elevation acute 
coronary syndromes (NSTE ACS). They then evaluated the association of race with 
different guideline-recommended patient management strategies (Sonel 2005). 
Although the use of certain well-established ACS therapies (aspirin, beta-blockers, 
and ACE inhibitors) were equal or greater in Blacks than in Whites, the study 
concluded that Blacks with NSTE ACS were less likely to undergo cardiac 
catheterization and both surgical and percutaneous revascularization – considered 
new and resource-intensive therapies – with 20% to 40% lower likelihood of their 
undergoing procedures compared to Whites (Sonel 2005).  
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In a 2014 study, Gaglia et al. analyzed the data of patients undergoing 
percutaneous coronary intervention (PCI) with stenting from a four-year period 
from 2008 to 2012 from the Los Angeles County and University of Southern 
California hospital systems. The outcome variable of interest in this study is the use 
of drug-eluting stents (DES), which have specified guidelines that discourage DES 
recommendations for “patients with financial or social barriers that may limit 
compliance with dual antiplatelet therapy” (Gaglia 2014, p. 214). Interestingly, the 
study notes that identifying patients who are unlikely to comply is ultimately left to 
the clinical judgment of the cardiologist. As a result, bias influencing this decision 
to identify patients as more or less compliant is quite possible and virtually 
inevitable in a large patient population. Gaglia and colleagues found that Black 
patients were less likely to receive DES compared to White patients, suggesting 
that the disparity in the use of DES among Blacks persists (Gaglia 2014).  
These investigations add to the growing evidence that Blacks are less likely 
than Whites to undergo a wide range of major medical procedures for cardiovascular 
disease. As a result, even accounting for the variations in provider selection, 
severity of disease, and socioeconomic status, race continues be an independent 
factor for differential diagnosis between White and Black patients (Ayanian 1993).  
Whether implicit biases contribute to biased care of cardiovascular disease in 
Black patients has been a subject of speculation and study. For example, physicians 
might believe Black patients are less likely to adhere to treatment 
recommendations than Whites, and thus offer critical treatment to Blacks less 
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often.  As a result of this deficit, Black patients are less likely due to their race to 
receive treatments that often can relieve symptoms and prolong their lives (Ayanian 
1993). Indeed, practicing medicine often requires physicians to diagnose conditions 
on the basis of ambiguous symptoms. Such uncertainty requires physicians to make 
inferences regarding their patients. For example, when a physician is treating a 
patient who is Black, this can trigger a cascade of stereotypes about Black people 
(for example, that Black people eat less healthy foods or that Black people do not 
adhere to their medication regimen). This all becomes part of the context in which a 
physician’s differential diagnosis is made.  
While most physicians would deny that racism affects their differential 
diagnoses, implicit biases do affect medical decision-making and patient 
communication. Whittle et al. found that in situations where well-defined 
procedures such as coronary angiography after acute myocardial infarction might be 
expected, there were small differences between Blacks and Whites in the use of 
procedures. However, even in the cases that afforded generous provider discretion 
in treatment recommendations, substantial racial differences remained (Ayanian 
1993). Thus, it seems likely that despite ample provider discretion, providers’ beliefs 
and behavior influence clinical judgment and treatment plans.   
In order to evaluate whether or not patients’ beliefs about the efficacy of 
procedures was a factor in racial disparities seen in cardiac catherization, Kressin 
and colleagues surveyed Black and White patients’ beliefs about health care in the 
Veteran’s Administration system. On average, Black patients were more likely to 
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admit that they did not believe that their physician would act in their best interest.  
However, Kressin et al. reported no significant differences between Blacks and 
Whites regarding patients’ beliefs and attitudes toward health care and toward 
their individual treatment options. Thus, patients’ beliefs did not play a role in this 
particular study. However, Kressin et al. found that the key difference was that 
physicians were less likely to believe that Black patients had clinically significant 
coronary artery disease (Kressin 2004).  
A 2007 study by Alexander Green demonstrates the effects of implicit bias on 
medical decision-making involving Blacks in cardiovascular care using the Implicit 
Association Test (IAT).  In the first case in which the IATs were applied in the 
medical context, Green used IATs to observe implicit bias among physicians and 
tests for two factors: whether physicians demonstrated implicit race bias and 
whether the extent of this bias can predict thrombolysis recommendations for Black 
and White patients with acute coronary syndromes (Green 2007). The study found 
that physicians reported no explicit bias for White versus Black patients or explicit 
biases for differences in patient compliance.  
However, the IATs reveal that physicians implicitly associated Black patients 
with noncompliance, particularly regarding their ability to follow through with 
certain protocols required for procedures. Green found that, as a result of these 
implicit biases, internal medicine and emergency medicine physicians were more 
likely to treat White patients than Black patients with thrombolysis for the same 
set of symptoms.  It is important to recognize that implicit bias is a significant 
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factor, as the study conducted by Kressin demonstrates that limiting provider 
discretion and approaching each case objectively with proper application of clinical 
guidelines is a crucial step in the elimination of health-care disparities.  
We have seen that several environmental characteristics exacerbate the 
impact of implicit bias in medical decision-making (Burgess et al. 2004). They 
include greater clinical uncertainty, physician fatigue and cognitive strain, 
increased workload resulting in reduced clinical encounter times, and more rushed 
decision-making (Burgess et. al 2004).  Reducing these variables in clinical settings 
is one small step the health system could take to alleviate the adverse effects of 
implicit bias on Black patients.  
This chapter has examined how implicit bias is conceptualized and measured 
and what distinguishes implicit bias in the health care context. At the core of this 
chapter, as well as thematically explored throughout this essay, are questions 
regarding the connections between race, science, and power to entrenched racial 
biases that underlie our sociocultural milieu. 
 
 
 
 
 
 
 
  
 
99 
Chapter V: Conclusion 
 
 The exploitation of African-Americans by subjecting them to medical 
experimentation, medical neglect, and second-rate care inhabits an important space 
in American history, spanning the colonial era, antebellum period, Jim Crow era, 
and up to modern medicine in the 21st century. From the cruel experiments 
performed on slaves as well as freemen to forced sterilization resulting from racist 
and classist concepts of fitness and feeble-mindedness, a disturbing irony endures.  
Namely, despite declarations of biological differences between Blacks and 
Whites, falsehood about racial inferiority did not prevent the use of unwilling Black 
individuals in experiments and research activities for the betterment of a health 
profession historically dedicated to serving the larger White majority. As medical 
evidence reveals, African-Americans still do not benefit fully from our current 
health system that many of their forbears were sacrificed to create.  
 The two-tier system lingers and serves as a telling reminder of the culture in 
which the American medical system has been shaped and reshaped. As we have 
seen, stigmatizing racial attitudes developed, nurtured, and promoted within our 
medical and legal systems are not so easily overcome. Even in modern medical 
practices, physicians often harm Black patients due to both implicit and explicit 
biases.  
Indeed, race has mattered and continues to matter in society. Academics will 
continue to document and record the ways in which Black health has been neglected 
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and treated as second-rate. This record is strong, but for real progress to occur, we 
must make progress towards understanding and addressing the relationship 
between race and science and its consequences.  When we do so, we as society will 
make real progress in making efforts to eliminate the instances in which racial 
categories can create and promote harm.  
 
  
  
 
101 
References 
 
Ackerknecht, E. H. (1971). Medicine and ethnology: selected essays. Hans Huber. 
Adler, N. E., & Rehkopf, D. H. (2008). US disparities in health: descriptions, causes, 
and mechanisms. Annu. Rev. Public Health, 29, 235-252. 
American Association of Physical Anthropologists (1996). AAPA Statement on 
Biological Aspects of Race. American Journal of Physical Anthropology 
101:569-570 
American Anthropological Association (1998) ‘AAA Statement on “Race”’ 
Anthropology Newsletter, 39(9), 3.  
American Medical Association (2016). AMA CODE OF MEDICAL ETHICS. 
Retrieved from https://www.ama-assn.org/sites/default/files/media-
browser/principles-of-medical-ethics.pdf 
American Academy of Pediatrics. (2000). Race/Ethnicity, Gender, Socioeconomic 
Status---Research Exploring Their Effects On Child Health: A Subject 
Review. Pediatrics, 1349-1351. 
Banks A.D., Dracup K. (2006) Factors associated with prolonged prehospital delay 
of African-Americanss with acute myocardial infarction. Am J Crit Care 
15(2), 149-57.  
Barber, J. B. (1990). Black Americans in crisis. Journal of the National Medical 
Association, 82(9), 664. 
  
 
102 
Bennett, L. (1961). Before the Mayflower: A history of the Negro in America, 1619-
1964. Penguin books. 
 
Bibbins-Domingo, K., Pletcher, M. J., Lin, F., Vittinghoff, E., Gardin, J. M., 
Arynchyn, A., ... & Hulley, S. B. (2009). Racial differences in incident heart 
failure among young adults. New England Journal of Medicine, 360(12), 
1179-1190. 
 
Blackwell DL, Lucas JW, Clarke TC. (2012) Summary health statistics for U.S. 
adults: National Health Interview Survey National Center for Health 
Statistics. Vital Health Stat 10(260). 2014.  
 
Bonham, V. L., Sellers, S. L., Gallagher, T. H., Frank, D., Odunlami, A. O., Price, E. 
G., & Cooper, L. A. (2009). Physicians' attitudes toward race, genetics, and 
clinical medicine. Genetics in medicine, 11(4), 279-286. 
 
 
Booske, B. C., Robert, S. A., & Rohan, A. M. (2011). Awareness of racial and 
socioeconomic health disparities in the United States: the national opinion 
survey on health and health disparities, 2008–2009. Prev Chronic Dis, 8(4), 
A73. 
  
 
103 
Boulton, A. O. (1995). The American Paradox: Jeffersonian Equality and Racial 
Science. American Quarterly, 47(3), 467-492. 
 
 
Byrd, W. M., & Clayton, L. A. (1992). An American health dilemma: a history of 
blacks in the health system. Journal of the National Medical Association, 
84(2), 189. 
Byrd, W. M., & Clayton, L. A. (2000). An American Health Dilemma, Volume 1: The 
Medical History of African-Americanss and the Problem of Race: Beginnings 
to 1900. 
 
Byrd, W. M., & Clayton, L. A. (2001). Race, medicine, and health care in the United 
States: a historical survey. Journal of the National Medical Association, 93(3 
Suppl), 11S. 
 
Cartwright, P. (1850). ON THE MEANS FOR OBTAINING PERMANENT 
MEDICAL REFORM. The Lancet, 56(1419), 537-538. 
 
Centers for Disease Control and Prevention (CDC. (1999). Ten great public health 
achievements--United States, 1900-1999. MMWR. Morbidity and mortality 
weekly report, 48(12), 241. 
  
 
104 
Chapman, E. N., Kaatz, A., & Carnes, M. (2013). Physicians and Implicit Bias: How 
Doctors May Unwittingly Perpetuate Health Care Disparities. Journal of 
General Internal Medicine, 28(11), 1504–1510. 
Chase, A. (1977). The legacy of Malthus; the social costs of the new scientific racism. 
 
Chenault, J. W. (1941). Infantile paralysis (acute anterior poliomyelitis). Journal of 
the National Medical Association, 33(5), 220. 
 
Cheng T.L., Goodman, E (2015).  Race, Ehtnicity, and Socioeconomic Status in 
Research on Child Health. Pediatrics, 135(1), 225-237 
 
Cobb, T. R. R. (1858). An Inquiry Into the Law of Negro Slavery in the United 
States of America: To which is Prefixed, an Historical Sketch of Slavery. 
University of Georgia Press. 
 
 
Condit, C. M. (1999). The meanings of the gene: Public debates about human 
heredity. Univ of Wisconsin Press. 
 
Cooper, L., Roter, D., Carson, K., Beach, M., Sabin, J., Greenwald, A., & Inui, T. 
(2012). The Associations of Clinicians’ Implicit Attitudes About Race With 
Medical Visit Communication and Patient Ratings of Interpersonal Care. 
American Journal of Public Health, 102(5), 979-87 
  
 
105 
Dawes, D. E., & Satcher, D. (2016). 150 Years of Obamacare. JHU Press. 
 
Desantis, C. E., Siegel, R. L., Sauer, A. G., Miller, K. D., Fedewa, S. A., Alcaraz, K. 
I., & Jemal, A. (2016). Cancer statistics for African-Americanss, 2016: 
Progress and opportunities in reducing racial disparities. CA: A Cancer 
Journal for Clinicians,66(4), 290-308. doi:10.3322/caac.21340 
 
Dovidio, J., Penner, L., Albrecht, T., Norton, W., Gaertner, S., & Shelton, J. (2008). 
Disparities And Distrust: The Implications Of Psychological Processes For 
Understanding Racial Disparities In Health And Health Care. Social Science 
& Medicine, 67(3), 478-486. 
Dovidio, J. F., Fiske, S. T. (2012). Under the Radar: How Unexamined Biases in 
Decision-Making Processes in Clinical Interactions Can Contribute to Health 
Care Disparities. American Journal of Public Health, 102(5), 945–952. 
Du Bois, W. E. B. (1896). Suppression of the Slave Trade (Vol. 3). Longmans, Green. 
 
Du Bois, W. E. B., & Eaton, I. (1899). The Philadelphia Negro: a social study (No. 
14). Published for the University. 
Eltis, D. (1989). Fluctuations in mortality in the last half century of the 
transatlantic slave trade. Social Science History, 13(03), 315-340. 
English, W. T. (1903). The Negro problem from the physician's point of view. 
Atlanta Journal-Record of Medicine, 5(461), 500-01. 
  
 
106 
Ewbank, D. C. (1987). History of black mortality and health before 1940. The 
Milbank Quarterly, 100-128. 
Farmer, V. L., & Shepherd-Wynn, E. (Eds.). (2012). Voices of Historical and 
Contemporary Black American Pioneers [4 volumes]. ABC-CLIO. 
 
 Feagin, J.R., Bennefield, Z (2014). Systemic Racism and U.S. Health Care. Social 
Science & Medicine, 103(1), 7–14. 
Fett, S. M. (2002). Working cures: Healing, health, and power on southern slave 
plantations. Univ of North Carolina Press. 
Flores G, Olson L, Tomany-Korman SC. (2005)Racial and ethnic disparities in early 
childhood health and health care. Pediatrics,115(2), 183–93. 
Foster, G. M. (1982). The Limitations of Federal Health Care for Freedmen, 1862-
1868. The Journal of southern history, 48(3), 349-372. 
Fox, W. F. (1889). Regimental Losses in the American Civil War, 1861-1865. Albany 
Publishing Company. 
 
Freeman, H. P. (1998). The meaning of race in science‐‐considerations for cancer 
research. Cancer, 82(1), 219-225. 
Galton, F. (1891). The Patterns in Thumb and Finger Marks.--On Their 
Arrangement into Naturally Distinct Classes, the Permanence of the 
Papillary Ridges that Make Them, and the Resemblance of Their Classes to 
  
 
107 
Ordinary Genera. Philosophical Transactions of the Royal Society of London. 
B, 182, 1-23. 
 
Giovannucci, E., Liu, Y., Platz, E. A., Stampfer, M. J., & Willett, W. C. (2007). Risk 
factors for prostate cancer incidence and progression in the health 
professionals follow‐up study. International Journal of cancer, 121(7), 1571-
1578. 
 
Goodman, M. S., Gilbert, K. L., Hudson, D., Milam, L., & Colditz, G. A. (2016). 
Descriptive Analysis of the 2014 Race-Based Healthcare Disparities 
Measurement Literature. Journal of Racial and Ethnic Health Disparities, 1-
7. 
Gould, S. J. (1993). American polygeny and craniometry before Darwin. 
Bloomington. 
 
Gould, S. J. (1996). The mismeasure of man. WW Norton & Company. 
  
 
Gravlee, C. (2009). How Race Becomes Biology: Embodiment Of Social Inequality. 
American Journal of Physical Anthropology, 139(1), 47-57. 
Green, A., Carney, D., Pallin, D., Ngo, L., Raymond, K., Iezzoni, L., & Banaji, M. 
(2007). Implicit Bias among Physicians and its Prediction of Thrombolysis 
  
 
108 
Decisions for Black and White Patients. Journal of General Internal 
Medicine, 22(9), 1231-1238. 
Greenberg, D. S. (1990). Black health: Grim statistics. Lancet, 335(8692), 780-781. 
 
Greenwald, A., & Krieger, L. (2006). Implicit Bias: Scientific Foundations. 
California Law Review, 94(4), 945-967. 
Hannaford, I. (1996). Race: The history of an idea in the West. Woodrow Wilson 
Center Press. 
Hayward, M., & Heron, M. (1999). Racial Inequality in Active Life among Adult 
Americans. Demography, 36(1), 77-91. 
Heckler, M. (1985). Report of the Secretary's task force on Black & minority health. 
 
Higginbotham, A. L. (1980). In the Matter of Color: Race and the American Legal 
Process. The Colonial Period (Vol. 608). Oxford University Press. 
 
Hogendorn, J. (1996). Economic modelling of price differences in the slave trade 
between the Central Sudan and the coast. Slavery and Abolition, 17(3), 209-
222. 
 
Honour, H. (1989). The Image of the Black in Western Art, Vol. 4: From the 
American Revolution to World War I, Part 2: Black Models and White Myths, 
ed. Ladislas Bugner. Houston: Menil Foundation. 
  
 
109 
 
Howell, E. A., Hebert, P., Chatterjee, S., Kleinman, L. C., & Chassin, M. R. (2008). 
Black/white differences in very low birth weight neonatal mortality rates 
among New York City hospitals. Pediatrics, 121(3), e407-e415. 
 
Hunt, L. M., Truesdell, N. D., & Kreiner, M. J. (2013). Genes, Race, and Culture in 
Clinical Care: Racial Profiling in the Management of Chronic Illness. Medical 
Anthropology Quarterly, 27(2), 253–271 
 
Institute of Medicine (2002). Unequal Treatment: Confronting Racial and Ethnic 
Disparities in Healthcare. Retrieved from: 
http://www.iom.edu/Reports/2002/Unequal-Treatment-Confronting-Racial-
and-Ethnic-Disparities-in-Health-Care.aspx  
 
Isaac, B.(2013). The Invention of Racism in Classical Antiquity. Princeton: 
Princeton University Press.  
 
Jackson Jr, J. P. (2001). “In Ways Unacademical”: The Reception of Carleton S. 
Coon's The Origin of Races. Journal of the History of Biology, 34(2), 247-285. 
 
  
 
110 
Jacobs, E. A., Rolle, I., Ferrans, C. E., Whitaker, E. E., & Warnecke, R. B. (2006). 
Understanding African-Americanss' views of the trustworthiness of 
physicians. Journal of general internal medicine, 21(6), 642-647. 
 
Jefferson, Thomas (1787) "NOTES ON THE STATE OF VIRGINIA."  
 
Jemal, A., Siegel, R., Ward, E., Hao, Y., Xu, J., Murray, T., & Thun, M. J. (2008). 
Cancer statistics, 2008. CA: a cancer journal for clinicians, 58(2), 71-96. 
 
Jenkins, C. D., Tuthill, R. W., Tannenbaum, S. I., & Kirby, C. R. (1977). Zones of 
excess mortality in Massachusetts. New England Journal of 
Medicine, 296(23), 1354-1356. 
 
Jones, E. I. (1986). Closing the health status gap for blacks and other minorities. 
Journal of the National Medical Association, 78(6), 485. 
 
Jordan, W. D. (1968). Black over White: American attitudes toward the Negro, 
1550-1812. 
 
Kaplan GA, Everson SA, Lynch JW. (2000). The contribution of social and 
behavioral research to an understanding of the distribution of disease: A 
multilevel approach. In BD Smedley and SL Syme, eds. Promoting Health: 
  
 
111 
Intervention Strategies from Social and Be- havioral Research. Washington, 
DC: National Academy Press.  
 
Keel T. (2013) Religion, polygenism and the early science of human origins. History 
of the Human Sciences 1 (26), 3-32. 
Kennedy, E. (2005). The Role of the Federal Government in Eliminating Health 
Disparities. Health Affairs, 24(2): 452-458. 
 
King M.L., Jr Presentation at the Second National Convention of the Medical 
Committee for Human Rights, Chicago, 25 March 1966 
Klein, H. S., Engerman, S. L., Haines, R., & Shlomowitz, R. (2001). Transoceanic 
mortality: the slave trade in comparative perspective. The William and Mary 
Quarterly, 58(1), 93-118. 
Kochanek, K. D., Xu, J., Murphy, S. L., Miniño, A. M., & Kung, H. C. (2011). 
National vital statistics reports. National Vital Statistics Reports, 59(4), 1. 
 
Kuzawa, C., & Sweet, E. (2009). Epigenetics and the embodiment of race: 
Developmental origins of US racial disparities in cardiovascular health. 
American Journal of Human Biology, 2(11), 2-15. 
Lee, J. (2007), Exploring multiple dimensions of race and violence in Los Angeles. 
International Journal of Urban and Regional Research, 1(31), 683–686 
  
 
112 
Lee, S. S. J., Mountain, J., & Koenig, B. A. (2013). The Meanings of" Race" in the 
New Genomics: Implications for Health Disparities Research. Yale Journal of 
Health Policy, Law, and Ethics, 1(1), 3. 
Lillie-Blanton, M., Brodie, M., Rowland, D., Altman, D., & McIntosh, M. (2000). 
Race, ethnicity, and the health care system: public perceptions and 
experiences. Medical Care Research and Review, 57(4 suppl), 218-235. 
Linder, F. E., & Grove, R. D. (1943). Vital statistics rates in the United States, 
1900-1940. US Government Printing Office. 
 
 
Massoglia, M. (2008). Incarceration as Exposure: The Prison, Infectious Disease, 
and Other Stress-Related Illnesses. Journal of Health and Social Behavior, 
49(1), 56-71. 
 
Matthew, D. B. (2015). Just Medicine: A Cure for Racial Inequality in American 
Health Care. NYU Press. 
  
 
Mays, V., Cochran, S., & Barnes, N. (2007). Race, Race-Based Discrimination, And 
Health Outcomes Among African-Americanss. Annual Review of Psychology. 
1 (58), 201-225. 
  
 
113 
McCord, C., & Freeman, H. P. (1990). Excess mortality in Harlem. New England 
Journal of Medicine, 322(3), 173-177. 
 
Meyer, O.L., Castro-Schillo,L., Aguilar-Gaxiola, S. (2014) Determinants of mental 
health and self-rated health: a model of socioeconomic status, neighborhood 
safety, and physical activity. American Journal of Public Health, 104(9), 
1734-41.  
 
Montagu, A. (1972). Statement on Race: An Annotated Elaboration and Exposition 
of the Four Statements on Race Issued by UNESCO. Oxford University 
Press. 
 
Morais, H. M. (1969). History of the Negro in Medicine. 
 
Morning, A. (2008). Reconstructing Race in Science and Society: Biology Textbooks, 
1952–20021. American Journal of Sociology, 114(S1), S106-S137. 
Muni, S., Engelberg, R. A., Treece, P. D., Dotolo, D., & Curtis, J. R. (2011). The 
influence of race/ethnicity and socioeconomic status on end-of-life care in the 
ICU. Chest Journal, 139(5), 1025-1033. 
 
  
 
114 
New York City Department of Health and Mental Hygiene (2004). Health 
Disparities in New York City (New York: NYC Department of Health and 
Mental Hygiene).  
 
Nott, J. C., & Gliddon, G. R. (1854). Types of Mankind Or Ethnological Researches, 
Based Upon the Ancient Monuments, Paintings, Sculptures, and Crania of 
Races, and Upon Their Natural, Geographical, Philological, and Biblical 
History by JC Nott and Geo. R. Gliddon. Trubner. 
 
Pamuk E, Makuk D, Heck K, Reuben C (1998) Health, United States, 1998 With 
Socioeconomic Status and Health Chartbook. Hyattsville, Md: National 
Center for Health Statistics  
Penner, L.A., Blair, I.V., Albrecht, T.L., Dovidio, J.F. (2014) Reducing Racial Health 
Care Disparities: A Social Psychological Analysis. Health and Well-Being 
1(1), 204-212 
Race. (n.d.). Retrieved January 2, 2017, from https://www.merriam-
webster.com/dictionary/race 
Reardon J. 2005. Race to the Finish: Identity and Governance in an Age of 
Genomics. Princeton: Princeton University Press. p.45-56, 66-73, 92-97.   
Risch, N., Burchard, E., Ziv, E., & Tang, H. (2002). Categorization of humans in 
biomedical research: genes, race and disease. Genome biology, 3(7), 1. 
 
  
 
115 
Rossen, L., & Schoendorf, K. (2012). Measuring health disparities: Trends in 
racial−ethnic and socioeconomic disparities in obesity among 2- to 18-year old 
youth in the United States, 2001–2010. Annals of Epidemiology, 22(10), 698-
704. 
Sabin, J. A., Nosek, B. A., Greenwald, A. G., & Rivara, F. P. (2009). Physicians’ 
Implicit and Explicit Attitudes About Race by MD Race, Ethnicity, and 
Gender. Journal of Health Care for the Poor and Underserved, 20(3), 896–913 
Saha, S. (1999). Patient-Physician Racial Concordance and the Perceived Quality 
and Use of Health Care. Archives of Internal Medicine, 159(1), 997-1004. 
Savitt, T. L. (1982). Politics in Medicine: The Georgia Freedmen's Bureau and the 
Organization of Health Care, 1865-1866. Civil War History, 28(1), 45-64. 
 
Schuman, H., C. Steeh, L. Bobo, and M. Krysan. 1997. Racial Attitudes in America: 
Trends and Interpretations, Revised Edition. Cambridge: Harvard University 
Press.   
Serre, D., & Pääbo, S. (2004). Evidence for gradients of human genetic diversity 
within and among continents. Genome research, 14(9), 1679-1685 
 
Sheridan, R. B. (1985). Doctors and slaves: A medical and demographic history of 
slavery in the British West Indies, 1680-1834. Cambridge University Press. 
  
 
  
 
116 
Silver, M. G. (2003). Eugenics and compulsory sterilization laws: Providing redress 
for the victims of a shameful era in United States history. Geo. Wash. L. Rev., 
72, 862. 
 
Smedley, A. (1998). "Race" And The Construction Of Human Identity. American 
Anthropologist, 100(3), 690-702. 
Smedley, A., & Smedley, B. (2005). Race As Biology Is Fiction, Racism As A Social 
Problem Is Real: Anthropological And Historical Perspectives On The Social 
Construction Of Race. American Psychologist, 60(1), 16-26. 
Smedley A, Smedley B. (2012) Race in North America: Origin and Evolution of a 
Worldview. Fourth Edition. Westview Press. p.11-45, 159-188, 213-225. 
Snowden, F. M. (1991). Before color prejudice: the ancient view of blacks. Harvard 
University Press. 
 
Spector, S. A., Brummel, S. S., Nievergelt, C. M., Maihofer, A. X., Singh, K. K., 
Purswani, M. U., ... & Seage III, G. R. (2016). Genetically determined 
ancestry is more informative than self-reported race in HIV-infected and-
exposed children. Medicine, 95(36). 
 
Taylor, A. L., Ziesche, S., Yancy, C., Carson, P., D'Agostino Jr, R., Ferdinand, K. 
and Cohn, J. N. (2004). Combination of isosorbide dinitrate and hydralazine 
  
 
117 
in blacks with heart failure. New England Journal of Medicine, 351(20), 
2049-2057. 
Taylor, E. R. (2009). If We Must Die: Shipboard Insurrections in the Era of the 
Atlantic Slave Trade. LSU Press. 
 
Thomas, J., Thomas, D. J., Pearson, T., Klag, M., & Mead, L. (1997). Cardiovascular 
disease in African-Americans and white physicians: the Meharry cohort and 
Meharry-Hopkins cohort studies. Journal of health care for the poor and 
underserved, 8(3), 270-283. 
 
Thompson, J. W., McBatts, J., & Danforth, C. H. (1921). Hereditary and racial 
variation in the musculus palmaris longus. American Journal of Physical 
Anthropology, 4(2), 205-218. 
   
Thrasher, A., Earp, J., Golin, C., & Zimmer, C. (2008). Discrimination, Distrust, and 
Racial/Ethnic Disparities in Antiretroviral Therapy Adherence Among a 
National Sample of HIV-Infected Patients. JAIDS Journal of Acquired 
Immune Deficiency Syndromes, 49(1), 84-93. 
Tidyman, P. (1826). Sketch of the most remarkable diseases of the Negroes of the 
Southern States with an account of the method of treating them, 
accompanied by physiological observations. Philadelphia Journal of Medical 
and Physical Sciences, 12, 314-315. 
  
 
118 
 
U.S. Department of Health and Human Services. (2014). The health and well-
being of children: a portrait of states and the nation, 2011–
2012. Rockville: Health Resources and Services Administration, Maternal 
and Child Health Bureau. 
 
 Ward, E., Jemal, A., Cokkinides, V., Singh, G., Cardinez, C., Ghafoor, A., & Thun, 
M. (n.d.). Cancer Disparities by Race/Ethnicity and Socioeconomic Status. 
CA: A Cancer Journal for Clinicians, 54(2), 78-93. 
 
Washington, B. T. (1915). My view of segregation laws. Republic Publishing 
Company. 
Washington, H. A. (2006). Medical apartheid: The dark history of medical 
experimentation on Black Americans from colonial times to the present. 
Doubleday Books. 
 
Williams, D. (1999). Race, Socioeconomic Status, And Health The Added Effects Of 
Racism And Discrimination. Annals of the New York Academy of Sciences, 
1(896), 173-188. 
Williams, D. R., Mohammed, S. A., Leavell, J., & Collins, C. (2010). Race, 
socioeconomic status, and health: complexities, ongoing challenges, and 
  
 
119 
research opportunities. Annals of the New York Academy of 
Sciences, 1186(1), 69-101. 
Williams, D. R., & Sternthal, M. (2010). Understanding racial-ethnic disparities in 
health sociological contributions. Journal of Health and Social Behavior, 51(1 
suppl), S15-S27. 
Williams, David R. "Miles to go before we sleep racial inequities in health." Journal 
of Health and Social Behavior 53.3 (2012): 279-295. 
 
Wilson, T. W., & Grim, C. E. (1991). Biohistory of slavery and blood pressure 
differences in blacks today. A hypothesis. Hypertension, 17(1 Suppl), I122. 
 
Witherspoon, D. J., Wooding, S., Rogers, A. R., Marchani, E. E., Watkins, W. S., 
Batzer, M. A., & Jorde, L. B. (2007). Genetic Similarities Within and Between 
Human Populations. Genetics, 176(1), 351–359.  
Yudell, M. (2014). Race unmasked: Biology and race in the twentieth century. 
Columbia University Press. 
 
Yudell, M., Roberts, D., DeSalle, R., & Tishkoff, S. (2016). Taking race out of human 
genetics. Science, 351(6273), 564-565. 
 
 
 
  
 
120 
Biography 
 Christine Ku was born in Plano, Texas on February 23, 1994. She enrolled in 
the Plan II Honors Program at The University of Texas at Austin in 2012. In 
college, she served as Co-President of Plan II Pre-Medical Society, Financial 
Director of Sociological Insight Research Journal, and peer advisor for the Plan II 
Advising Program. She will attend podiatric medical school at the California School 
of Podiatric Medicine in August 2017 and is currently working as a consultant at 
Oracle.  
  
 
 
 
  
 
  
 
 
 
 
 
 
  
 
121 
 
 
